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SOME COMMON OBSTETRICAL DIFFICULTIES. 


British Medical Association Lecture 


SOME COMMON, BUT OFTEN UNRECOGNIZED, 
OBSTETRICAL DIFFICULTIES.* 


BY 
W. BLAIR BELL, B.S., M-D.Loxp.,. 


PROFESSOR OF OBSTETRICS AND GYNAECOLOGY IN THE UNIVERSITY 
OF LIVERPOOL; GYNAECOLOGICAL AND OBSTETRICAL SURGEON, 
ROYAL INFIRMARY, AND OBSTETRICAL SURGEON, 
LYING-IN HOSPITAL, LIVERPOOL. 


Wuen you kindly invited me to give you a lecture on some 
obstetrical subject of interest to the general practitioner, 
I felt at once that you had allowed me a wide choice, for 
obstetrical practice in this country is, as it should be, very 
largely in the hands of the family medical attendant. 
This being so, it follows, as I feel certain you will agree, 
that since so much is at stake—the lives cf a mother 
and a member of the next generation—those who are 
responsible for a safe issue must be alert in the antici- 
pation and diagnosis of complications in every aspect of 
this highly important and now scientific art. . 

The obstetrical difficulties to which I wish specially to 
call your attention are those which are common and 
recognizable, but which, owing to imperfect investigation 
of the patient are, unfortunately, often not discovered until 
too late, or are missed altogether. 


OccIPITo-POSTERIOR PRESENTATIONS. 

While it is impossible to look upon uncomplicated 
occipito-posterior presentations as abnormal, the fre- 
quency with which they escape detection, and in conse- 
quence are wrongly treated, necessitates some mention 
of them in the group of cases I am discussing. Owing 
to the fact that this presentation, if left alone, almost 
invariably rotates into the occipito-anterior position, the 
frequency of the occipito-posterior position as a primary 
resentation has probably been much underestimated. 
ndeed, until we became acquainted with the frequency 


_of it at Caesarean section, I doubt whether we were not 
‘jnclined to consider the condition as more abnormal than 


it is. 


In a general way it may be said -that, if the placenta 
be on the posterior wall, in a large proportion of all cases 
the presentation will be the left occipito-anterior, whereas 
when the placenta is on the anterior wall the presenta- 
tion is generally the right occipito-posterior. Hence, 
while there is little really abnormal about the position, 
difficulty and delay may occur during parturition, even 
though the other circurastances and conditions be normal. 
In a large majority of cases, as I have said, rotation from 
the right occipito-posterior to the right occipito-anterior 
presentation takes place during delivery and no inter- 
ference is necessary. It is, however, most important 
that the practitioner should recognize the presentation 
before parturition, and prepare the patient and her friends 
for a somewhat longer labour than usual. The diagnosis 
is easily made by abdominal examination, unless the 
patient be very fat: the profusion of the foetal limbs, 
the absence of the dorsal prominence, and the position 
of the foetal heart are the most obvious and significant 
signs. 

When labour is in progress and uterine contractions are 
frequent, abdominal examination is much less easy. In 


‘these circumstances the practitioner must have patience. 


If, after several hours in the second stage, the head has 
made little or no progression, a careful vaginal examina- 


_ tion with the hand in a sterile glove should be made. It 


may be impossible accurately to identify the sutures owing 


_to the overlapping of the cranial bones—I have felt the 
_ anterior fontanelle to be practically obliterated. In such 


a case the patient must be fully anaesthetized, and the 
hand of the surgeon passed into the vagina. If possible, 
the head is gently disengaged and pushed upwards, and an 
attempt is made to feel an ear, for the contour of the pinna 
enables an accurate diagnosis of the position of the head to 
be made. If there be no doubt that the presentation is 


persistent occipito-posterior, manual rotation of the head, 


* Delivered before the Bradford Division, May, 192L. 


with manual rotation of the child’s body from above, must 
be practised and forceps applied to the head. I shall say 
nothing of the danger to the child and the mother of the 
practice of putting forceps on the high unrotated head and 
of dragging forth the child. This is only done, surely, in 
the wrong belief that the presentation is occipito-anterior, 
and that the patient merely “ requires help.” It is, on the 
other hand, perfectly sound treatment manually to rotate 
the foetal head when flexion is found to be deficient and 
the occiput shows a tendency to backward rotation, and 
then to deliver with forceps. There are, of course, cases 
in which the head is so firmly fixed in the pelvis in the 
persistent occipito-posterior position that it must be de- 
livered either with forceps or possibly in some cases after 
craniotomy; but such a difficulty is most exceptional if 
the position have been recogaized early and proper treat- 
ment applied. 


Post-MATURITY. 


When the foetus is not born afier the expiration of forty 
weeks of intrauterine life serious difficulties may occur 
during parturition. There has been much discussion from 
time to time regarding the frequency or otherwise of 
post-maturity. Obvious difficulties exist in the way of 
statistical conclusions concerning the question, as it is 
rarely possible to ascertain from a patient the day of 
impregnation. The date of the last menstrual period, too, 
is only a general indication. Nevertheless, menstruation 
is so rarely associated with pregnancy that in a certain 
number of cases of post-maturity the catamenial history is 
of considerable assistance. I believe the best indication of 
the frequency of delayed parturition would be found in 
some formula—if one could be devised—which would take 
into account the weight of all children born, the calculated 
date of delivery and the actual date of parturition. From 
the practical point of view, the matter may be of so much 
importance that some method of deciding the question 
should be adopted. That protracted gestation is not 
infrequent I am convinced, and that the same patient 
shows a tendency to repeat the performance I have had 


irrefutable evidence. How often do we hear the lament,’ 


“Poor woman, she always has a very bad time; the 
children are so large.” 
But it is not only the size of post-mature children that 
leads to difficulty in delivery, it is also the fact that the 
foetal head is very much less plastic than normal. I have 
observed that the anterior fontanelle may be very small in 
these cases. There is both disproportion in size and delay 
in the process of cranial moulding. | 
If there be any suspicion that a patient is “ over time,” 
as we say, a Close inquiry should be made. The history of 
the gestation must be carefully studied, and the size of 
the child, especially of the head—the hardness of which 
can often also be detected—should be estimated. At the 
end of ten complete calendar months from the date of the 
last menstrual period no doubt need exist as to what is’ 
happening, provided always the patient has menstruated 
with perfect regularity except when pregnant. ; 
The treatment consists of the induction of labour. This 
is best carried out by the intramuscular injection of 
infundibulin every night and morning for three days, at 
the end of which time, if parturition have not supervened, 
a few bougies should, with the most scrupulous aseptic 
precautions, be inserted between the uterine wall and the 
membranes. Labour almost invariably follows these 
procedures within a short time. 


Certain Petvic DerormitiEs. 

When there is gross deformity of the pelvis, such as 
exists with a greatly flattened rachitic pelvis, with the 
oblique or the kyphotic pelvis, unmistakable indications of 
this are to be found in the appearance and mode of pro- 
gression of the patient; consequently these pelvic lesions 
are rarely overlooked. But in such alterations as those 
seen with the non-rachitic flattened pelvis, with the slightly 
generally contracted and with the simple funnel-shaped 
pelvis—all ot which are not uncommon abnormal entities, 
possibly due, as I shall indicate directly, to errors in deve- 
lopment or growth—the state very often escapes detection. 
The predominance, too, of rachitic deformities in this 


country has overshadowed the conditions I have just 


mentioned. 


[3171] 


IGN) : 
Dy. q 
rent 
ving 
reat 
use 
rical | 
and 
tres 
rls, 
the 
RY. 
d 
ory. 
Oo. 
Is. 
SH =| 


546 Ocr. 8, 1921] 


SOME COMMON OBSTETRICAL DIFFICULTIES. 


Tar Barren 
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Non-rachitic Flat Pelvis, 

This form of pelvic contraction is far more common 
than is generally believed, yet, especially in the less 
severe degrees, it is usually overlooked, and a difficult 
labour ensues. I do not think the reason is. far to seek: 
shortening of the antero-posterior diameter—the conjugate 
diameter—may be, and usually is, the only measurement 
that gives an indication of the deviation from the 
normal. 

No doubt there are some men who agree to attend women 
in their first confinement without measuring the pelvis, 
although I hope not many; yet even the virtue of those 
who make this important routine examination is not 
perhaps sufficiently rewarded, for in the non-rachitic flat 
pelvis the distance between the anterior superior spines 
and that between the iliac crests may be normal, not only 
respectively but relatively, in association with moderate 
diminution of the conjugate diameter. Thus, there is a 
definite difference from the rachitic flat pelvis in which 
the distances between the spines and the crests tend to 
approximate. Often, then, in the presence of a simple flat 
pelvis it may be believed that the pelvic measurements are 
normal; yet, while this is so in regard to the transverse 
measurements both respectively and relatively, on careful 
internal mensuration the true conjugate may be found 
to measure about 9.5 cm. (33 inches), but never less than 
9cm. The external conjugate is generally below 19 cm., 
but this measurement is sometimes not relatively 
reliable. There is, however, another feature which often 
conveys an indication of the conjugate contraction— 
namely, an accessory promontory below the true sacral 
promontory, which is produced by an overgrowth in the 
process of ossification between the first and second sacral 
vertebrae. When, therefore, the practitioner, after making 
the external measurements, feels this and afterwards 
reaches without undue difficulty the true promontory, he 
is in a fair way towards an accurate diagnosis. 


Generally Contracted Pelvis. 


This condition, too, is’ quite frequently encountered, . 


especially in the lesser degrees, apart from rickets. In a 
majority of cases the smallness of the pelvis is relative to 
the general growth of the skeleton; that is to say, the 
justominor pelvis occurs chiefly in undersized women in 
whom all the bones are light and small. In such circum- 
stances a mistake is unlikely; a small pelvis should be 
suspected. I need hardly say that the child may be of 
‘normal size. It is, indeed, always the disproportion 
between the foetal head and the size of the pelvis that 
makes difficulty in cases of pelvic contraction. But it is 
‘not only undersized women in whom the generally con- 
tracted pelvis is seen, for it may occur in otherwise well- 
developed females, and it isin them that there is a great 
risk of the condition being unrecognized, unless the practi- 


tioner make a routine practice of measuring the pelvis of: 


his pregnant patients, An indication of the generally 
contracted pelvis is at once obtained from the external 
' measurements, all of which are reduced in size. The fact 
that the pelvis may be disproportionately small in relation 
‘to the rest of the skeletal development cannot be over- 
emphasized. 


Funnel-shaped Pelvis. 

This type of pelvis, which occurs as a developmental 
lesion apart from the association of it with other deformi- 
ties, is one to which great importance has been attached 
by American writers, and about which careful descriptions 
have been given by Whitridge Williams and others. I do 

‘not think, however, that it has received adequate atten- 
tion in this country. The essential feature is, as the name 
implies, contraction of the pelvic outlet, with, of course, 
narrowing of the pubic arch. The typical funnel-shaped 

‘pelvis in varying degrees is said to occur in about 6 per cent. 
of all cases in America. The deformity as an uncomplicated 
condition is not, I think, so common in Great Britain, but 


’ certainly it is not uncommon. 


| In the typical form the contraction, as I have stated, 
affects only the outlet—the measurements of the superior 
strait are normal, or practically so; but the transverse 
‘diameter between the tubera ischii may measure 8 cm. 

inches) or less. ‘ 
t is now generally believed that this error of con- 


formation is due to what is known as high assimilation of: 1 


the pelvis; that is to say, the last lumbar vertebra ig 
incorporated into the body of the sacrum, making the 
conjoined bone so much the longer and leading in the 
process of growth to the deformity described. 

When the lesion has not been recognized before labour, 
no suspicion of it may enter the mind of the practitioner" 
until the foetal head 
progress in spite of strong uterine contractions. 


From the practitioner’s point of view, then, all these 


varieties of pelvic deformity, which, because they are 


unassociated with gross disease and because some of the — 


measurements usually made may be normal, are of rea] 
importance. It is a sad reflection that so often they’ 
escape detection before labour commences. Unfortunately, 
too, there have been many cases in which repeated 
craniotomy has been performed without the true state 
being discovered. There is reason, also, to believe that 
very many of the difficult forceps deliveries are the result. 
of one or other of the pelvic conditions described. It 
is essential, then, that the pelvis of every pregnant: 
woman who has not previously had ‘a full-term normal 
confinement should be carefully measured, and that the 
mensuration should take into account not only the inlet 


but also the outlet. Furthermore, it must never be 


forgotten that the course of labour and the appropriate 
treatment will be influenced by the size of the foetal head. 
—the relative disproportion between this and the pelvic 
measurements. 
I need not discuss in detail the treatment of these cases, 
You are all familiar with the various surgical procedures 
employed for sone” fl in cases of pelvic contraction. But 
I may, perhaps, be allowed to express the hope that to-day, 
when Caesarean section is so safe in skilled hands, this' 
Sep shall be considered in good time in preference to 
the induction of premature labour, which is rarely to the 
advantage of the child. If the contraction be not very. 
marked, and is discovered only when labour has been in! 
progress for some time, it is advisable to delay the use of/ 
forceps and to give the foetal head every opportunity of! 
moulding. When safe delivery is impossible, even with the: 
entle use of forceps, craniotomy must usually be performed, ' 
Seow, in the typical funnel-shaped pelvis, while, 
Caesarean section is indicated, if the lesion bé recog-; 
nized before parturition, if it be discovered during labour: 
ubiotomy should be performed, as this procedure is theni 
in the interests of the mother and the living child.: 
If forceps extraction be attempted, the infant may be! 
seriously injured, and complete larceration of the perineum: 
is almost certain to occur owing to the fact that before the' 
head can be delivered beneath the narrowed pubic arch it’ 
must be forced far backwards, ! 


Primary UTERINE INERTIA. 


Primary uterine inertia may be due to a variety of 
factors, but I do not wish to e up time by referring to 
such obvious causes as fibromyomata uteri, over-stretching 
of the muscle-fibres in multiple pregnancy, and the rest. 
We are made aware in such circumstances by the local 
condition that we may expect difficulty, even though it be 
not forthcoming. I want, rather, to discuss the commonest, 
and at the same time the least recognized, form of primary 
uterine inertia; I refer to that in which the normal 
pressor substances that stimulate uterine contractions 
in parturition are insufficient. Little is said of this 
abnormality in the textbooks, and therefore it is not 
surprising to find that, when present, it is often wrongly 
treated. 

Uterine contractions at the onset of labour are usually 
feeble and infrequent. These feeble contractions are a 
natural safeguard in normal circumstances against undue 


force being employed before thie course is, as it were, clear—- 


before the second stage of labour has commenced. But it: 
is not unusual to see cases in which, without appropriate 


quent confinements. I have in my mind at the moment 
the case of a lady who suffered with primary uterine 
inertia in four confinements. In only oze was she 


is in the pelvis and fails to make | 


treatment, labour probably would never reach the second. 
stage. 
__ Ifa woman once suffer with primary uterine inertia of - 
this character she not infrequently suffers again in subse- . 
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Jolivered normally. You will be impressed with the 
re of tho condition when I tell you that the 
‘methods practised in three of her deliveries by skilled 
obstetricians consisted of craniotomy, induction, and, last 
f all, Caesarean section. In the one confinement in which 
Pt Sesnded her I was able, fortunately, to deliver her by 
osed the state of inertia 


ymore natural means, having dia, ¢ 
vice in the last month of 


‘when first she sought my 
‘gestation. 
. I have just said that typical uncomplicated primary 

‘uterine inertia is due to the insufficiency of pressor sub- 

stances in the blood. We do not know the biochemical 

Ymechanism that precipitates labour, but we do know that 

the rhythmical uterine contractions are stimulated by 

pressor bodies ; consequently we should be able easily to 

iscover the future possibility of primary uterine inertia 

before the onset of labour, and without difficulty to prevent 

this abnormal occurrence. : 

As a matter of fact this is possible, if the patient be 

xamined during the last two or three weeks of gestation. 
Normally, at this period the uterus is very sensitive and 
the muscle contracts readily on simple stimulation, such — 
as that produced by gentle kneading with the hand. If 
the uterus remain flaccid and tend to sag at the sides 
without proper central protuberance, there is every likeli- 
hood that, unless the condition be remedied, Jabour will be 
Inert. Confirmation of the condition of primary inertia 
may be obtained by an estimation of the systolic blood 
pressure, which should be higher than normal during the 
Fast weeks of pregnancy. Usually the pressure at this 
time is equal to that of 140 mm. Hg. If then the blood 
pressure be found to register 110 mm. Hg or less, there is 
almost certainly some insufficiency of pressor substances, 
and this must be made good. aa 

Normally, the amount of the ionized calcium in the 

blood tends to rise at the end of pregnancy, owing to the 
lessened demands of the foetus, and these salts greatly 
influence the tone of involuntary muscle fibres. It is 
necessary, therefore, in these cases to supply calcium in an 
absorbable form. Many persons do not assimilate calcium 
salts well, but I think pregnant women, on whom the calls 
in respect of this substance are great, are easily treated. 
Many years ago I had the preparation known as mistura 
calcii lactatis recentis—pure concentrated lactic acid 
(200 grains), precipitated calcium carbonate (75 grains), 
and chloroform water (z viij)—prepared, and this is now 
widely and advantageously used. About two ounces of 
the mixture should be given every night. In addition to 
this, it is advisable to inject intramuscularly 0.5 c.cm. 
of infundibulin every night and morning for a fortnight 
before parturition is due. If proper ante-parturitional 
investigations be made and this treatment be adopted, 
I think that one of the commonest and _ greatest 
sources of trouble to the practitioner would be banished. 
I may add that I treated the lady, just mentioned 
as having suffered so much with primary uterine 
inertia and from drastic treatment, on the principles 
enunciated, and she brought forth a living child weighing 
nearly ten pounds after a labour of a very few hours’ 
duration. 

All that I have said to-day is commonplace knowledge. 

I have discussed a few examples out of many not un- 
common local and general conditions in the case both of 
the child and the mother. ButIdo not think the facts 
I have mentioned always occupy an important place in 
the mind of the practitioner, as, indeed, they should; for 
I am inclined to think that in practically all cases of 
forceps delivery—whether rightly or wrongly performed, 
excepting those of immoral expediency—one of the con- 
ditions I have described is present. There are, of course, 
other factors, such as a rigid muscular floor, occasionally 
‘concerned, but these are of less importance. The chief 
lesson I wish to convey is that all are recognizable 
before labour commences, and’ that no one who has 
had a previous opportunity of examining his patient 
should be confronted unexpectedly with serious diffi- 
culty after labour has commenced. In such circum- 
stances the wrong treatment may be applied—perhaps 
necessarily applied—with inevitable danger to the lite 
of thé child and the possibility of serious maternal 


laceration and infection, which demand such toll and 
produce so-much physical incapacity in women of the 


present day. 


EXPERIMENTAL RICKETS IN RATS. © 


BY 
V. KORENCHEVSKY, M.D. 
(From the Department of Experimental Pathology, Lister Institute.” 


Historical. 

Tue earliest attempts to produce rickets experimentally 
in animals were by administering food deficient in calcium 
(E. Voit, Baginsky, Aron and Sebauer, Gétting, Miva and 
Stoelzner, Dibbelt and others), or in phosphates (Heubner). 
The view that rickets is an infectious disease receives 
some support from the experiments of Morpurgo, who 
isolated a diplococcus from spontaneous outbreaks in rats, 
and found that rickets ensued after he injected cultures 
into the animals, provided the inoculations were made at 
a sufficiently early age. Confinement and limitation of 
muscular exercise as a possible etiological factor in 
rickets has been studied by Findlay, Paton, and Watson, 
and is considered of importance by them. 

The dietetic theory has recently been revived by 
Mellanby, whose investigations indicate that those con- 
stituents of a diet which are particularly rich in fat- 
soluble vitamin A possess a profound importance in con- 
nexion with the occurrence of rickets in puppies. 
Mellanby’s conclusion is to some extent supported by the 
experiments of McCollum, Simmons and Parsons, Shipley 
and Park; but the American observers, who made their 
observations upon rats, found that changes more closely 
resembling rickets occurred in these animals when their 
diet, in addition to being deficient in vitamin A, was also 
poor in calcium salts or phosphates. Hess and McCann 
and Pappenheimer, who also experimented on rats, found. 
that a diet deficient in vitamin A did not produce rickets 
but lack of active osteogenesis. 

Lastly, different abnormalities in the function of endo- 
crine glands have been connected with the etiology of 


_ rickets (Erdheim, Stoelzner, and others), important experi- 


ments having been conducted on this question by Erdheim. 
The theories deduced from all these investigations have 


numerous adherents and numezous opponents. 


The Present Investigation. 

My own experiments were started at the end of 
November, 1920—that is, before the works of the American 
authors were published. A complete description of all the 
chemical and histological observations, illustrated by micro- 
photographs and accompanied by a complete critical 
review of the literature on the question, is being prepared. 
for publication. In this preliminary communication I pro- 
pose to give a brief account of my experiments, and to 
summarize the main conclusions which I-arrive at. : 

The experiments were conducted on rats born at the 
Lister Institute from stocks that had been all the time 
under observation. With few exceptions the rats used for 
separate experiments belonged to one litter. 


The basal diet possessed the following composition: 


Purified casein ... 18 grams. 
Orange juice oe 5¢.cm. 


Distilled water .: ove 
This mixture contained about 0.041 per cent. Ca and 0.22 per 
cent. P. In the food mixture, intended to be rich in vitamin A, 
a mixture of 12,5 — of butter plus 2.5 grams of cod-liver oil 
was used as fat. For food deficient in vitamin A cottonseed oil 


_ Was used. 


To this basal dief was added 5 grams of saline mixture. The 
one used for food rich in calcium had the following composition, 
as recommended by the American investigators : 


(N 1) Sodium chloride 5.19 grams 
Magnesium sulphate ... 164 
Sodium acid phosphate  ... ove 

Calcium phosphate ... — 
Ferric citrate ... gy 


To the diets intended to be deficient in calcium @ saline 
mixture of the following composition was used : 


(N 2) Sodium chloride we 


Magnesium sulphate ... 16.4 a 
Potassium phosphate... S662 
Ferric citrate ... ae oe 


Oo Tite research was supported bya grant from the Medical Research 
uncil, 
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EXPERIMENTAL RICKETS IN RATS, 


Ten to twenty grams of food mixture were supplied to each 
animal according to age. In the later stages of the experi- 
ments with deficient diet this amount was not always wholly 
consumed as the appetite of the animals diminished. 

: = the text following we shall denote the diets by the following 
etters 
 N=Normal mixlure; N —Ca=normal mixture deficient in calcium; 
—A=diet deficient in vitamin A; —A —Ca=diet deficient in vitamin A 
and calcium. 
. Altogether twenty-six families of rats, comprising 183 animals, 
were used for the experiments. Histological examination of the 
ribs, humerus, and radius was carried out in every case, and in 
109 animals the calcium content of the bones of the leg was 
determined. For histological examination the bones were. in- 
completely decalcified in Miiller’s fluid, or, in important cases, 
undecalcified bones were cut. In the first case haematoxylin- 
eosin staining was employéd; in the second the material was 
treated with AgNO; and then stained with alum carmine and 
eosin. 

The Significance of Confinement and Lack of Exercise.— 

Observations were made upon 28 rats which served as 
controls to the various series of experiments mentioned 
below. The animals lived two or three together in cages 
30cm. in diameter and 15cm. high. I have never observed 
any indication of rickets, nor was there any variation of 
the calcium content of the bones outside the normal limits 
for animals of the same age. 
' The Significance of Certain Intestinal Bacteria.—In 
human rickets various disturbances’ of the digestive pro- 
cesses frequently occur, and it has been supposed 
(Vierordt and others) that these disturbances have some 
bearing on the etiology of the disease. In the rats kept on 
—A, —A —Ca, or R ca diets digestive disturbances, 
accompanied by more or less abundant diarrhoea, were 
frequently observed. In view of Morpurgo’s experiments 
on the infective nature of rickets, it seemed possible 
that autointoxication with toxins produced by intestinal 
microbes might be of significance in the mechanism of 
origin of rickets. Up to the present time I have conducted 
only one experiment on 10 rats kept on diets N —Ca and 
—A —Ca. To the food mixture of 5 of these rats was 
added a meat culture of B. sporogenes, B. bifermentans, 
and B. welchii. Two of these rats received in addition, at 
intervals, 1 to 2 c.cm. of a live culture of B. sporogenes or 
B. bifermentans subcutaneously. These experiments, how- 
ever, gave no indications regarding the influence of these 
intestinal microbes on the production of rickets, 


INFLUENCE oF A Diet DEFICIENT IN EITHER CALCIUM, | 
~ -Vrramin A, OR BOTH, UPON THE Bones. 
General Considerations. 

Before passing to the results obtained from N —Ca, 
diet as well as from —A and —A —Ca, I shall discuss 
some theoretical considerations which led me to expect 
céertain peculiarities in the rickets developed on the above 
diets. As is known, animals kept on the diets named 

_ ease to grow, and after a variable interval profound 
cachexia develops. 

It is current opinion that in infantile rickets continuous 
growth and a sufficiently well nourished condition of the 
child are essential for the development of the typical 
rachitic changes in the skeleton (Heubner, Fischl, 
Stoelzner, Pfaundler, Schlossman, Schmorl, and others). 
Heubner and Fisch], foreinstance, declare that ill- 
nourished, slowly growing children never become rachitic; 
and, according to Schmorl, the characteristic pathologico- 
anatomical changes in the skeleton are always less 

| developed in weak, ill-nourished children. ry 
| In the study of human rickets, attention has naturally 
been devoted more to the pathological changes in the bones 
than to the preceding disturbance of metabolism. Rachitis 
I regard as a disease existing in the child in a cryptic 
form before the changes in the skeleton cvoked by it take 
: place. I believe that the condition may be already 
| present in children who are emaciated and do not grow, 
although obvious rachitic changes in the bones begin 
to develop only from the moment when the organism 
starts growing. 

Looser’s investigation on “ rachitis tarda” in patients 
whose growth was retarded and nourishment frequently 
poor.is an important contribution to the question of rickets 
viewed from the above standpoint. 

This excellent investigation has shown that in such 
patients, as well as the usual manifestations of rickets, 
atrophy of the bones occurs. The occurrence of osteo- 
porosis is, however, not infrequently referred to as an 


| 
| 


argument against the diagnosis of rickets (Schmorl). The 
amount of osteoid tissue and the development. of sub. 
chondral spongiosa appeared to be>small in: the caseg 
investigated histologically by Looser.. The development 
of periosteal osteophytes was not always observed, and; 
when observed, was moderate in amount. On the — 
other hand, Ziegler regards osteoporosis as. frequently’ 
accompanying rickets. 

Returning to my own experiments, and taking into con: 
sideration that animals kept on diets —A and —A —(a| 
were in most cases in a state of retarded or inhibited, 
growth and of more or less profoundly disturbed nutrition, 
one would on a@ priori grounds expect rachitis, if it ig 
en to appear more in the form described by 

ser.. 

In the diagnosis of rickets in rats I have been guided by 
Erdheim’s excellent work on spontaneous rickets in these 
animals. 

Whetler obvious bony deformities, bending, swelling of, 
epiphyseal junctions, spontaneous fractures, etc., were 
present or not, I have considered the following conditions 
to be essential for the diagnosis of this disease : 


1. Diminution of calcium content in bones. 

2. Presence of osteoid tissue in amounts distinctly exceeding 
- 3. Enlargement and disorganization of the zone of pro- 
liferating cartilage. ‘ 

4. Absence or defect of deposition of lime salts in the zone of 
provisional calcification. 

5. Presence of periosteal osteoid tissue. | < 

6. Absence or marked deficiency of calcareous deposition in 
callus after spontaneous fractures of bones. : 


The presence of osteoporosis in the conditions named 
above, as observed in a certain number of our animals, 
does not prevent the diagnosis of rachitis. 


Effect of Feeding on the Basal Diet but without 
Calcium in the Salt Mixture. — 

The amount of calcium in the basal ration was 0.04 per 
cent., so that, assuming the animals consumed the whole 
ration, the maximum amount of calcium ingested daily 
was approximately 8 mg. Two types of experiments 
were conducted upon 13 animals in all. In _ the 
first, consisting of 9 rats, the deficient diet commenced 
when they were about 30 to 50 grams in weight. ‘The 
experimental animals remained behind the control ones in 
weight, but not tosuch a degree as on —A diet. The rats 
also manifested nervous excitability and shyness. 

The changes in the skeleton agree in general with those 
described by previous authors, and are characterized by 
osteoporosis with narrow layers of osteoid tissue. The 
zone of proliferating cartilage is but slightly changed and 
nearly always well calcified. Osteoporosis observed in 
such cases finds explanation in the increased number of 
osteoclasts. Spontaneous fractures are very rarely 
observed. The amount of calcium in the dried bones, 
however, was about 43 per cent. below normal, and the 
amount of H.O was 23 per cent. above normal. ‘The 
picture that resulted cannot be defined as rickets. 

The results were quite different when the young rats 
kept on N —Ca diet originated from a mother who herself 
had been kept on this diet during the lactation period. 
Hitherto I have conducted only one experiment on 4 young 
rats. These all showed the same changes. The bony 
deformities were pronounced, and to the naked eye closely 
resembled those of human rickets. The amount of calcium 
decreased on the average to 64 per cent. below the normal 
and the amount of H,O rose to 44-55 per cent. above the 
normal—that is, the calcium in the skeleton was greatly 
diminished. Microscopically, the enlargement of the zone 
of proliferating cartilage was more obvious—in one case to 
the extent of 20-27 layers of hypertrophied cells. This 
zone either contained no calcium at all or it appeared in 
the form of separate patches or bands, usually near the 
perichondrium. The ingrowth of veSsels into the cartilage, 
when observed, was not deep, and the line of the costo- 
chondral jurction was not markedly altered, and bent 
towards the bone marrow. 7 

The spongiosa consisted of numerous trabeculae which 
formed a network and were thin in some rats and thicker 
in others. The layers of osteoid tissue were of different 
thickness, thin ones predominating. The cortical bone 
was in a state of osteoporosis. The periosteum was in 
places hypertrophied. The osteoblasts were in many places 
well defined and numerous, sometimes being arranged in 
several rows. The number of osteoclasts was also very 
great. Similar pictures in pups have been described by 


Dibbelt, and by Schmorl, - 
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EXPERIMENTAL RICKETS IN RATS. 


" is much new osseous formation one notices 
coats has occurred over considerable areas also 
to a different degree, notwithstanding the fact that ihe 
calcium content of the bones was 64 per cent. below 
normal. . These facts produce the impression that the 
incomplete calcification of the bone is due to calcium 
tn ama rickets in remission calcium is as easily 
deposited as normally in the osteoid tissue (Schmorl), but 
during the process of the disease this is prevented by some 
cause. This difference I consider to be essential and of 


great importance. 


ing upon the Basal Diet with the Complete 
which the Butter and Cod-liver Oil 
were replaced by an Equivalent Amount of Cotton- 
eed Oil. 
The amount of vitamin A in this diet must have been 
ery small. 
i The experiments arrange themsclves naturally into 
three groups. In the first, the diet commenced about the 
age of 30 to 50 days; in the second, the mother received 
the deficient diet during lactation; and in the third, the 
mother and the father were subjected to the same dietary 
deftciencies before conception. In both the latter groups 
the same deficient diet was fed to the offspring as soon as 
they were capable of feeding themselves. Twenty-three 
animals were placed on this diet at the age of 30 to 50 days. 
In most cachexia developed earlier or later, and the rats 
became very susceptible to casual infections. 

The changes occurring in the skeleton of many such 
cachectic rats can be characterized briefly as osteoporosis 
with a lack of signs of active osteogenesis and frequently 
increased activity of osteoclasts. ‘The calcium content of 
such bones is not greatly decreased, being about 14 per 
cent. less than normal. : 

In those rats in which growth occurred, and in which the 
bones were examined before cachexia ensued, less osteo- 
porosis, more osteoid tissue, and a small increase of the 
proliferating, cartilage, were observed, and sometimes 
defective deposition of calcium in the zone of provisional 
calcification. Corresponding to this appearance the 
calcium content of the bones was 21 per cent. below 


normal. In a few cases the appearance was suggestive 


of slight rickets. 
- In one experiment a rat, after giving birth to six young, was 
placed on —A diet during the whole period of lactation of the 
‘young rats. The young rats, after having been separated from 
the mother at the expiration of a month, remained on — A diet 
ill the time when they were killed. The chemical composition 
of the bones of these rats showed further deterioration, the 
calcium being 36 to 44 per cent. below normal, and the water 
17 to 59 per cent. above norma]. In accordance with this low 
calcium content, numerous spontaneous fractures were observed 
‘in the ribs of the young rats. However, microscopical exami- 
nation revealed the picture of osteoporosis typical for —A, and 
in four cases osteoid tissue was observed. The thickness of the 
osteoid was equal to, or even somewhat exceeded, that of the 
calcified bone in three cases. 


As is known, it is a rule that rats kept on —A diet 
have no offspring, and therefore the males are usually 
left together with the females. As an exception, how- 
ever, they do bear young. This was recently observed 
amongst my rats in one case and amongst the rats of 
Dr. Zilva at the Lister Institute in three cases. I availed 
myself of this material in order to determine whether the 
feeding of parents on —A diet during the periods of con- 
ception, pregnancy, and lactation has any deteriorating 
‘effect on the condition of the skeleton in their offspring. 
‘After separation from the mother tke offspring continued 
to be kept on —A diet. Of these, numbering 18 altogether, 
-I have examined up to the present 12, the offspring of 
three mothers; 12 were examined histologically, and the 
skeleton of 7 of these was examined chemically. The 
investigation was conducted sixty-four to seventy-nine 
days after birth. In 7of these 12 rats great proliferation 
of the cartilage cells and growing-in of blood vessels, and 


‘@ picture more or less suggestive of rickets, was observed, | 


and in 2 cases the histology was typical of rickets. The 
average calcium content in the whole series was 25 per 


‘cent. below normal and the water 30 per cent. above 


normal. 
To sum up: As the result of feeding the mother during 


‘lactation both on the N —Ca diet (4 _ and on the —A 
diet (6 rats) the composition of the ske 


eton in the off- 


‘spring deteriorated sharply, but changes closely resembling 
rickets were obtained in an appreciable number of cases 
only when feeding on —A diet had been started during 
conception and pregnancy. In other words, if these 
experiments were confirmed repeatedly on a large number 
of animals, they would point to the significance of the 


condition of the parents, especially the mother, in the 
origin of the profound changes in the skeleton, in certain 
particular cases on —A diet even amounting to typical 
rickets. The supposition frequently advanced regarding 
the importance of normal nutrition of the parents at the 
period of conception, and of the mother during pregnancy 
and lactation, find experimental confirmation in our in- 
vestigations as well. From this point of view the com- 
mencement of rachitic changes in the child could be 
sought for, not only in the conditions of its own life but 
also in the state of health—that is, nutrition—of~ itg 
mother, and maybe of its father as well. : 
Vitamin A is apparently closely related to the meta- 
bolism of calcium in the organism, and. particularly in the 
bone. The experiments of Schabad, Mellanby, Shipley, 
Park, McCollum, Simmonds, and Parsons, and those related 
above, support this view. Its action may not inappro- 
priately be compared with that of an amboceptor, provided 
the analogy be not pressed too far. ; =e 


Effect of Feeding upon the Basal Diet and Salt Mixture 
' fron which both Calcium and Vitamin A have been 
largely Removed. - 

This was investigated upon 27 rats. With the excep- 
tion of eight, the deficient dietary commenced when the 
animals were three weeks to one month old. In eight 
cases (two families) deficient diet was given to the mother 
during lactation also. 

‘The results confirm those of McCollum and _ his. col- 
laborators upon this point. Combined deficiency in calcium 
and vitamin A in the food has, in my experience, proved 
the er certain method to produce rickets experimentally 
in rats. 

Rats kept on this diet manifested deformities of the 
skeleton which are both macroscopically and microscopic- 
ally typical of rickets, provided that feeding commenced 
at a sufficiently early age.. The amount of calcium in the 
bones decreased to about 46 per cent. below normal, and 
the amount of water increased to about 32 to 46 per cent. 
above normal, whilst the majority presénted all the patho- 
logic manifestations of rickets in a pronounced form; in 
some rats, kept on —A —Ca diet, the amount of osteoid 
tissue, although abnormally increased, was comparatively 
small. In these cases osteoporosis wa; esrecially marked, 
and calcium was not infrequently deposited in the zone of 
provisional calcification. 

In animals fed on the basal diet without the saline 
mixture the resulting changes did not differ from those 
produced by deprivation of calcium alone. 


Effect of Exclusion of Phosphates from the Salt 
Mixture. 

Deprivation from phosphates in conjunction with fat- 
soluble deficiency was found ‘by Shipley and Park and 
McCollum and Simmonds to be followed by changes 
indistinguishable from those of rickets. In three experi- 
ments, comprising 14 rats kept upon N and —A diets 
respectively, I have removed the phosphates from the salt 
mixture, at the same time compensating for the loss of 
sodium and potassium and calcium. As compared with 
the corresponding control animals, no special changes 
were observed in the bones. This apparent discrepancy 
is no dvubt attributable to difference in phosphorus 
content in the basal diets used. 


Effect of Castration. 

Forty-five rats were castrated, seven of which were 
deprived both of sexual glands and spleen. When sub- 
sequently placed upon the four diets (N, N —Ca, —A, and 
—A —Ca) no marked influence on the chemical and histo- 
logical composition of the skeleton as compared with 
controls was observed. My experiments did not reveal 
that beneficial effect which is sometimes clinically 
observed in man in developed osteomalacia. In some 
of the castrated rats even greater changes were observed 
in the skeleton, as compared with the corresponding 
control animals—for example, on —Adiet. Therefore one 
can only state that castration performed before subjecting 
the animals to the special diet did not prevent the 
development of rachitic changes in the skeleton. 


Conclusions. 

1. The results obtained by me agree in general with 
the results of the experiments of Mellanby, McCollum, 
Simmonds, Parsons, Shipley, and Park. 

2. Confinement in small cages does not evoke rickets 
in rats. 

3. The introduction of live cultures of B. perfringens, 
B. sporogenes, and B. bifermentans with the food, and 
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@ B. enes and B. bifermentans subcutaneously, 
= no visible effect on the development of rickets 
in rats. 

4. The deficiency of the diet in calcium alone can 
produce changes in the skeleton of rats which present 
some resemblances with rickets, especially when the 
young rats have originated from a mother kept on the 
game diet during lactation. 

5. Usually deficiency of food in vitamin A produces 
{n rats impoverishment of the bones in calcium, enrich- 
ment in water, and osteoporosis with deficient osteogenesis, 
and in’some cases a picture resembling slight rickets. 
Changes in the skeleton more similar to rickets, and in 
some cases typical of rickets, were observed in young 
rats on —A diet, provided their parents had been fed on 
—A diet during conception, pregnancy, and lactation. 

6. Vitamin A has a relation tothe metabolism of calcium 
in the organism and particularly in the bones, and therefore 
to the development of rickets. 

7. My few experiments on the feeding of parents on 
food deficient in vitamin A or calcium during conception, 
Prognancy, and lactation suggest that this may start 

isturbances of metabolism in the child which, if the 
deficient dietary be continued after birth, result in serious 
disorders of the skeleton. 

8. The changes typical of rickets occur most readily and 
most frequently in rats kept on a diet deficient both in 
vitamin A and calcium. 

9. Castration performed before the commencement of 
feeding has no marked influence on the chemical and 
histological changes in the skeleton of rats fed on a normal 
ays - diets deficient in calcium or vitamin A, or deficient 
in . 


In conclusion, it is my pleasant a to record my gratitude 
to the Medical Research Council for affording me a grant which 
has enabled me to carry out this investigation, and to the Lister 
Institute for the hospitality of its laboratories. lam also 
grateful to Professor C. J. Martin for his continuous sympathy 
and support. To Dr. R. Robison I express my thanks for advice 
connected with the chemical investigations; to Miss E. Luce 
for assistance in operations; to Miss 8. Rutherford for help in 
the work of feeding the animals. 
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THE SITE OF OPERATION FOR EMPYEMA, 


BY 


DUNCAN C. L. FITZWILLIAMS, C.M.G., M.D., F.R.C.S., 


SURGEON IN CHARGE OF OUT-PATIENTS AND LECTURER ON CLINICAL 
BURGERY, ST. MARY’S HOSPITAL. 


Tue best method of treating empyemata has always been, 
and probably always will be, discussed from time to time 
in the medical press. As a surgeon attached to a general, 
a children’s, and a consumption hospital, consulting 
surgeon to a second consumption hospital, as well as having 
seen over five years of war, perhaps I might be allowed to 
express my views. In the first place, there is a sharp 
distinction to be drawn between the cases seen as the 
result of warfare and those which develop as the result of 
disease. There is nothing in civil practice which can 
reproduce what was seen during the war. Even stabs or 
bullet wounds in civil life are treated so soon and so 


thoroughly that the sepsis we saw during the war is not 
seen in these cases. The methods of dealing, therefore, 
with war cases do, and should, differ from the methodg 
we use in civil life, and anyone who draws on his war 
experience too largely will be apt to err if he applies hig 
ideas to ordinary cases. I shall only deal here with 
ordinary cases. It has been my fortune twice in my life 
to see the condition known to our fathers as empyema 
necessitatis—that is to say,an empyema which had not 
been opened but which was bursting by itself. It wag 
interesting to note that in both cases it was burstin 

between the second and third ribs in front. Both caseg 
were in children. 

In dealing with a large abscess cavity with only one 
movable wall—namely, the lung—it is obvious that the 
drainage must 
be so arranged 
as to allow the 
lung to come 
up to the other 
walls gradually 
and evenly, and 
so obliterate the 
cavity. Opening 
at “the most 
dependent at- 
tainable part of 
the cavity” is 
the best way to 
defeat this ob- 
ject. The lowest 
and the highest 
points will be 
those where the 
lung on expand- 
ing will first touch the chest wall, and when. that 
happens drainage from these points must be embar- 
rassed. The same thing applies when the opening is 
either too far back or too far forward. The opening 
should be opposite, roughly, the deepest part of the cavity, 
and at that place which will be closed last. Where this 
place is, is not always easy to say, especially in purely 
local collections, The diagrams perhaps illustrate my 
meaning best. 

One always teaches that the seventh rib, in front of the 
posterior axillary line, is the best rib to resect, but there 
should be no objection to coming forward to the mid- 
axillary, or even to the anterior axillary line, if the same 
level were maintained—that is to say, resecting the sixth, 
fifth, or even. the fourth rib, as one came further and 
further forward. 

It is the ninth rib we resect in cases of abscess or 
hydatid of the liver on the right side and subphrenic 
abscess on the left side. The ninth rib is wholly below 
the normal lung 
level in front of 
the posterior axil- 
lary line, and the 
eighth rib is below 
that level in front 
of the mid-axil- 
lary line, Onl 
right up behind, 
near the erector 
spinae, would it 
be of any use re- 
secting this rib, 
and then only in 

such a position 
that the expanding lung would soon render the opening 
useless. In spite of the authority lent to this teaching, 
the resection of the ninth rib for empyemata has had a 
very limited vogue. 

In many cases the pouch of pleura between the chest 
wall and the diaphragm becomes obliterated below the 
lung level, and after resection of the ninth rib the 
diaphragm may be opened under the impression that it 
is the thickened pleura. I once saw Mr. Keetley do this, 
and the medical registrar, to whom he had not been ve 
polite over the case, acidly remarked that he had wish 
the thoracic and not the peritoneal cavity explored. 

Small operations for necrosed pieces of ribs will always 
be needed. The maintenance of big unhealed cavities 
inside the chest wall is due to certain very well known 


Fie. 1.—Longitudinal sections of the chest, 
showing lower part of cavity obliterated by 
expanding lung. 


Fia. 2.—Cross-sections of the chest, show- 
ing posterior part of cavity obliterated by 
expanding lung. 
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. The commonest of these is bad drainage, where 
she luntg itself has blocked the free outlet. The commonest 
condition found is a narrow passage into the cavity. It 
is these cases which, when allowed to continue too long, 
present for us the thickened pleura which calls for such 
severe methods as decortication. — +. 

In the majority, the vast majority, of such cases, whic 
require a more or less extensive resection of ribs to allow 
the chest wall to fall in upon the stationary lung and so 
obliterate the cavity, the opening 1s situated too low down 
for good drainage. I can only now recall one, an old 
tuberculous case, which was as high as the sixth rib. 

I am fully in accord with the three essentials laid down 
by Dr. Pearson, but would strongly advocate the superiority 
of the older method laid down by John Marshall, and 
brought again to our notice by Dr. Cameron Kidd, over 
the newer ninth rib route. 


THE INTRAVENOUS INJECTION OF ANTIMONY 
TARTRATE IN JAPANESE BILHARZIA 
DISEASE. 


BY 
J. B. CHRISTOPHERSON, C.B.E., M.D., 
F.R.C.P., F.R.C.S., 


LATE MEDICAL DEPARTMENT OF THE SUDAN GOVERNMENT; CONSULTANT, 
TROPICAL DISEASES CLINIC, MINISTRY OF PENSIONS, LONDON. 


I nave been awaiting for many months now the publica- 
tion of accounts of the treatment of Japanese schisto- 
somiasis by antimony tartrate. I have not seen any 
record in the British medical journals. It is possible 


‘that the remedy has been tried in Japan and that the 


account of the trial has been published in the local medical 
press and so has escaped my notice. : 

In 1919 I sent copies of two of my papers to varions 
Japanese medical authorities notifying the success which 
I had obtained in the treatment of Egyptian bilharzia 
disease at Khartoum by antimony. The worms of Egyptian 
bilharzia disease and Japanese schistosomiasis are so 
similar anatomically and biologically, and the life-history 
of the Japanese bilharzia is so like that of Schistosoma 
mansoni, that one would expect that the remedy which 
has been found to be a specific cure in the one would have 
the same effect in the other disease. 

I venture to think, therefore, that the following case 
which supports this hypothesis will be of interest to 
medical men, and I trust that Japanese and Chinese 
investigators after seeing this account will write and 
publish, in an English medical periodical, the conclusions, 
favourable or unfavourable, at which they have arrived in 
cases where they have applied the antimony treatment. 
It is in the last degree unlikely that antimony tartrate has 
not yet been tried in Japan and China by Japanese, 
Chinese, or by European medical men working in districts 
where billiarzia disease is prevalent. 


T. A. R., a British engineer aged 50, was infected by Schisto- 
soma japonicum during the years 1898-1901 whilst surveying in 
the ‘‘ paddies’”’ in the Hunan Province of Ching. Although he 
felt weak and pulled down and had constant colicky pains in 
the bowels, the disease was not diagnosed till 1914, when the 
ova of Schistosoma japonicum were found in the faeces in a 
specimen which was being examined for E. histolytica (at 

airobi); ova of Schistosoma Pao were again found in the 
faeces in 1916 b r. J. A. Thomson of rrogate, and in 
October, 1920, by Dr. Cawston of Durban, when the diagnosis 
was confirmed by Dr. Murray. ; 

Dr. Cawston, in October, 1920, gave him injections (intra- 
venous) of antimony tartrate. Before treatment the blood was 
examined and gave a positive reaction with the complement 
deviation test (Schistosoma haematobium). The symptoms 
noticed before injection appear to have been constant Lepper 
pains in the abdomen, the passage of blood and mucus wit 
the stools, and attacks of diarrhoea; in fact, the symptoms of 
the chronic dysentery of schistosomiasis. He came under my 
notice on April 14th, 1921, six months after injections, when 
there was nothing to note on physical examination. All the 
organs were natural; there was no enlargement of the liver or 
abdomen. During the time he was under my observation, 
from about April 14th to June, 1921, the faeces were examined 
half a dozen times. They were formed, looked natural, and 
coutained no blood or mucus; only on one occasion was an 
ovum found, and it was granular and dead. The bowels acted 
regularly once a day after breakfast, and there were no 
symptoms of rectal bilharzia disease or any other. disability, 
excepting that he complained of constipation and flatulence and 
defective digestion of starch. Whether these symptoms resulted 


from or were aggravated by the injections I am not prepared to 
say. There is evidence that they existed in some degree before | 
he had the injections, and it is not impossible that his digestive 
troubles are due to the non-functioning of the liver, damaged by 
an abscess for which he had been operated on by Dr. Thomson 
some years ago, or alternatively by the invasion of the liver by 
the Schistosoma japonicum, whose habitat is that organ, which 
invasion may have permanently affected its function. 

According to a written record which the patient showed me 
whilst he was under my care, Dr. F. G. Cawston at Durban on 
October 6th, 1920, commenced injections of potassium anti- 
monium tartrate, beginning with a dose of 4 grain. Injections 
were given daily at first, later on every other day approxi- 
mately. ‘The maximum dose was 14 grains, and the whole 
course extended over thirty-one days; the total amount injected 
was 21 grains. The ova are stated to have become granular in 
the same way as in the case of Fazption bilharzia disease, and 
disappeared in the same way as Schistosoma mansoni ova dis- 
appear from the faeces during a course of antimony. 

The same complement deviation reaction which had been 
carried out previous to injections and found positive, was found 
to be negative after the injections. 


I publish this account because I have, with Mr. N. H. 
Johnson, watched the case for about three months, and we 
have examined the faeces six times. 

There appears to be no doubt of its having been a 
case of Japanese schistosomiasis (Japanese bilharzia 
disease), contracted in the Hunan Province of China, which 
has been eured by the intravenous injection of antimony 
tartrate. 

It will be interesting to learn what effect antimony 
compounds have on other trematode infections of the Far 
East—Fasciolopsis buski, Clonorchis sinensis, Para- 
gonimus westermanni, and perchance of Heterophyes 
heterophyes of the Far East and of Egypt and other 
parts of Africa, and, lastly, on Fasciola hepatica (sheep 
rot), whether occurring erratically in man or as a parasite 
of herbivorous animals. 
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DISCUSSION ON 
THE ASSOCIATION OF SKIN TUBERCULOSIS 
WITH VISCERAL AND CTHER TUBER- 
CULOUS MANIFESTATIONS. 


OPENING PAPER 
BY 
Georce H. Lancasuire, M.D., 
Physician, Manchester and Salford Hospital for Diseases of the Skin 
I must at the outset disclaim any special qualifications for 
the honour done me in asking me to introduce this subject, 
beyond an extensive clinical acquaintance for many years 
past with all forms of cutaneous tuberculosis, which is 
a painfully frequent feature of our hospital clinics in 
Manchester. 

The question of the relationship of cutaneous to visceral 
and other forms of tuberculosis is very wide and highly 
speculative, but it is one of scientific and economic impor- 
tance. Our discussion will be concentrated, I assume, on 
this practical point—How far is a subject of primary 
cutaneous tuberculosis liable to secondary visceral infec- 
tion? We will first briefly review the other side of the 
picture—secondary infection of the skin from primary 
visceral disease, for here we are on surer ground, with a 
well-established sequence of events familiar to all clinical 
workers. The simplest form of skin tuberculosis in this 
class is seen in invasion of the cuticle by underlying 
disease of glands, bones, or joints, with the production of 
scrofulodermia or, at times, true lupus vulgaris. Here, of 
course, there is actual extension of disease by contiguity 
from one organ to another, in a manner analogous to | 
malignant invasion, In the other forms of secondary skin 
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infection there is a gap between the original focus and the 
skin which is bridged by the tubercle bacillus. Instances 
of auto-inoculation of the skin in phthisical subjects are 
familiar to us all, where the sputum conveys the virus to 
a damaged cuticle, and where the result is generally a 
lesion of the type of verruca necrogenica. Then there is, 
very rarely, the formation of acute miliary tuberculosis of 
the skin in the neighbourhood of the mucous orifices, the 
infection being conveyed by discharges. Another well- 
known form of secondary skin infection is seen in cases of 
disseminated lupus after measles and other exanthems, 
where it is supposed that tubercle bacilli have been con- 
veyed by the blood stream to the skin from a disturbed 
visceral focus. 

Finally, there are the tuberculides. A full consideration 
of the tuberculides is beyond the scope of this paper, but 
we may note in passing that the toxic theory of their 
origin is being abandoned in favour of the bacillary theory. 
Cranston Low! is definite upon this point. He quotes 
several observers who have found tubercle bacilli in the 
lesions of lichen scrofulosorum, acnitis, and Bazin’s disease, 
and it is known that at times inoculation tests in animals 
have given positive results. Moreover, ‘‘in very rare cases 
a tuberculide has developed into lupus vulgaris”—a fact 
which I can confirm from my own experience. Cranston 
Low considers the tuberculides are on a par with secondary 
syphilides. The bacilli do not develop lupus vulgaris 
because they are dead or dying, and tuberculides occur in 
cases where the patient is putting up a good fight against 
the infection and where there are sufficient antibodies in 
tlie system to ensure the destruction of bacilli in the skin. 
He considers that on the whole the tuberculides show the 
ordinary histological structures of tubercle, but on this 
point J. H. Stokes? and others disagree. On the other 
hand, Stokes confirms the presence of bacilli in the lesions, 
and explains the difference in histological features of the 
tuberculides as compared with lupus as being due to 
“ different reactivity of different persons and even different 
tissues to the organism.” In Stokes’s paper we may note 
the remarkable fact that of 100 cases of tuberculous 
adenitis 10 had tuberculides. 

Turning now to the question of secondary infection of 
the viscera from a primary tuberculous focus in the skin, 
we are at once on more difficult ground. Such cases, if 
and when they occur, cannot be capable of the same proof 
as those in the converse category. The evidence can only 

be statistical and presumptory. Visceral tuberculosis is 
common enough in humanity which is not affected with 
cutaneous tubercle, and there is plenty of post-mortem 
evidence of its frequency in cases where during life the 
disease had not been suspected—a fact which the late 
Dr. T. Harris of Manchester made prominent. One would 
a priori expect tuberculous skin patients to have by reason 
of their diathesis an increased susceptibility to visceral 
infection by the ordinary channels, though the actual 
converse has been argued and a degree of immunity claimed 
for them. Tle literature on the subject which I have 
been able to find—and I must thank the librarians of the 
British Medical Association and the Royal Society of 
Medicine for their very kind help in the matter—is some- 
what-scattered and fragmentary. 

The most complete scientific investigation is perhaps 
that by H. Forchammer® on “Tuberculosis of the lungs 
as a cause of death in cases of lupus vulgaris.” He quotes 
Jadassohn as saying: “Patients with chronic skin tuber- 
culosis, especially lupus vulgaris, suffer remarkably often 
(in 30 per cent. of all cases) from lung tubercle, but other 
forms of visceral tubercle are infrequent.’’ Jadassohn, 
moreover, states that where lupus and tuberculosis of the 
lungs are found in conjunction the rule is that the skin is 
the primary infection. This is in accordance with Lenglet,‘ 
who says: “ The tuberculous do not become lupus cases, 
but often lupus cases become tuberculous.” Forchammer 
again quotes Bardeleben, who wrote in 1871: “ The bulk 
of healed lupus cases die before the age of 30 from 
phthisis,” and regards this opinion as more valuable, inas- 
much as Bardeleben in his day was unaware of the 
etiology of lupus. Besnier again quotes Lailler as saying 
that lupus cases, especially the rapidly growing and 
destructive forms, are very prone to phthisis; and Besnier ® 
himself agrees that lupus patients, and indeed all people 
with localized tuberculosis, live in especial danger of 
eneral infection. Actually 21 per cent. of his cases of 
upus died of consumption, Renouard subscribes to the 


same opinion. Demme (Berne, 1882) gives statistics 
the Children’s Hospital; out of a total of 1,566 pets 
peripheral localization of tubercle (including 823 of bone _ 
and joint cases, 692 gland cases, and 51 of lupus), there 
were visceral lesions in 366, and of the 51 lupus cases no - 
less than 40 per cent. developed visceral disease (9 in the - 
lungs, 4 in the abdomen, and 9 in the meninges). . 

Eibe (Denmark, 1885) writes of a number of tuberculous . 
children observed from 5 to 15 years after leaving hospital ; 
198 were cases of bone and joint disease, of whom 20 per | 
cent. died; 115 were cases of tuberculous glands and . 
scrofulodermia, of whom also 20 per cent. died; and 28 
were cases of lupus, with a fatal issue in 40 per cent. Of. 
these 28 lupus cases 7 were healed, 10 still had lupus, and 
11 died—6 of the latter of lung tuberculosis. Forchammer 
points out that in these lists the skin cases lead to a much 
higher percentage of general infection than the others 
(bones, glands, etc.). 

Forchammer himself bases his opinion on ten years’ 
experience up to 1906 at the Light Institute in Copen- 
hagen. He cites 1,190 cases of lupus. Of these 143 died’ 
up to 1908, 62 of non-tuberculous and 81 of tuberculous 
disease, the bulk of them being pulmonary phthisis. In 
all the fatal cases the lupus involved the face (skin and 
mucous membrane). There were actually 58 cases of 
lupus which died of pulmonary disease, and of these 50 
developed during the treatment of the lupus. After a 
detailed account of all his cases, Forchammer concludes by, 
emphasizing the relative frequency of acute tuberculosis 
of the lungs in the early stages of lupus, and says that 
laboratory experiments (Jadassohn) prove there is no 
qualitative difference between the virulence of skin and 
lung tuberculosis. But in almost his last sentence he does 
not deny the possibility of the coincidence of both diseases 
being due to a double infection—of the skin by a milder 
and of the lungs by a stronger strain of bacillus. 

Leloir® says pulmonary tuberculosis occurs in 30 per 
cent. of all cases of lupus. Stelwagon’ quotes Bender 
(Deut. med. Woch., June 17th, 1886), who found out of 
159 cases of lupus 62.3 per cent. showed present or past 
signs of general tuberculosis; and also Sachs (Archiv, 
1886), who only found 15 out of 115 cases of lupus in whom 
no past or present or hereditary tuberculosis could be dis- 
covered. Stelwagon himself says that in most cases the 
health remains good and uninvolved. Sequeira® finds 
lupus often associated with other tuberculous affections, 
notably of the bones, glands, and joints, but says that 
phthisis is uncommon. 

McLeod, in his latest work, remarks that cases are 
known of general tuberculosis originating from lupus. It 
is rare, however, in lupus for the virus to attack .deeper 
parts—glands, joints, or periosteum—and where these are 
involved the lupus is generally secondary to an original 
focus beneath the skin. Later on he says that- other 
tuberculous foci predispose to lupus, and that a consider- 
able proportion of lupus patients suffer from phthisis or 
from local tuberculous stigmata in glands, joints, or bones. 

J. E. Adler? writes in 1909: “Tuberculosis of the skin 
occurring in association with tuberculosis of internal 
organs is so rare,” and describes a few cases he has seen - 
at the skin department of the London Hospital. From 
1901 to 1908 it appears that 660 cases of lupus were treated 
at the hospital by the Finsen light. Of these, 3 died of 
acuie pulmonary tuberculosis, and the interesting fact is 
noted that the skin cleared towards the fatal issue, as has 
been the case in fatal skin disorders of other kinds that 
one has seen. Adler mentions also that in six years, 1900 
to 1905, 831 cases of pulmonar'’y tuberculosis were admitted 
to the London Hospital. There were signs of tuberculosis 
of the skin in only 2 of these. In one (fatal phthisis) 
there was a healed and scarred lupus on admission, and in 
the other active lupus but “ doubtful phthisis.” 

Nathan Raw writes in the British Mepicat Journat in 
1905 that of 3,500 cases of phthisis only one had lupus 
vulgaris. Dr. John Rennie, Tuberculosis Medical Officer, 
Sheffield, writes me: “Out of many thousands of cases of 
tuberculosis of the lung that have come under my notice 
I can only remember three cases who had fairly extensive 
lupus and died of lung disease with tubercle bacilli in 
their sputum. In each case the lung disease was of a fairly 
acute type.” 

Let us finally go back a generation or so and refer to 
Kaposi, who devotes a special chapter in Hebra’s manual 
to the “influence of lupus on the constitution.” Briefly 
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marized, this famous observer's opinion is that in the 
of cases the individual's ordinary well-being 
absolutely unaffected by lupus. “Very many of ° ) 
patients are neither anaemic nor have any glandular 
enlargements, nor caries, nor necrosis, even though the 
lupus may have lasted for some years. On the other 
hand, he admits the occurrence of pulmonary phthisis in 

e widespread cases. : 
~The family history in tuberculosis of the skin has some 
bearing on our subject. It is of significance as nacaiag 
either a hereditary predisposition or the presence 0 
another member of the family who may serve as the source 
‘of infection; or both factors may co-operate. Sequeira 
found that 40 per cent. of his hospital lupus cases furnished 
a family history of tuberculosis. I have myself found in 
hospital cases a tuberculous family history in 23 per cent. 
‘of all cases of lupus. Bender gives a hereditary pre- 
disposition in 33 per cent. of cases. As regards tho 
incidence of tuberculosis of the skin compared with other 
forms of tuberculosis, Dr. Osborne, deputy M.O.H. for the 
Borough of Salford, has kindly furnished me with the 
following figures, which signify the notification of all forms 
of tuberculosis for the last five years: 


Lungs ove eee eee eee ore 


Glands ree ove 1 
Bones... ove one ovo eve 
Abdomen eee ove eee ore 171 
in eee eee eee ere eee 123 
Other forms 


It will be seen that the skin cases furnish about 2 per 
cent. of all cases. In the city of Manchester in 1913 the 
proportion of skin tuberculosis to other forms _ 90 
5.5 per cent. (the a OH). gathered from the annu 
report by Dr. Niven, M.O.H.). 

There is, of course, the greatest difficulty in keeping in 
touch with the after-history of patients who attend a 
crowded clinic in a large town. The compulsory notifica- 
tion of all forms of tuberculosis, however, is a help in this 
direction, at least as regards those who remain in the 
locality. Dr. Sutherland, Tuberculosis Medical Officer for 
the City of Manchester, has been kind enough to give me 
details of cases which were notified from the Manchester 
and Salford Hospital for Skin Diseases, mostly in 1913-14, 
as tuberculosis of the skin. In 72 of these cases the after- 
history can be traced to the present time. Eight of the 
cases have been subsequently notified as suffering from 
other forms of tuberculosis (2 of glands, 4 lungs, 2 larynx). 
There have been 5 deaths, 3 of these being unquestionably 
due to visceral tuberculosis (pulmonary tuberculosis in 2, 
and phthisis and tuberculous meningitis in the third case). 
Of the other 2 deaths, in one the cause is unknown and 
the other died of “ bronchitis and cardiac disease.” Thus 
we find a series of lupus cases taken in the order of their 
notification about the year 1913 showing by 1921 visceral 
tuberculous disease in 11 per cent., with a fatal issue in about 
4 or 5 per cent. Iam aware that the cases examined are 
too few—a longer list should have been prepared—but for 
this the time allowed has been inadequate. ‘ 

Dr. A. Stanley Griffith of Cambridge has during the 
past few years examined material excised from cases of 
lupus vulgaris sent from our hospital. He writes: “ A large 
proportion in this series yielded bovine tubercle bacilli, but 
taking all my cases together the proportion is about 50 per 
cent. The great majority of the cultures from your cases 
were attenuated (this is usual with lupus cultures). Three 
of the bovine strains were increased in virulence to 
standard level by passage through animals.” Two cases 
he cites as of special interest, inasmuch as when first 
investigated the strains isolated were fully virulent bovine 
tubercle bacilli, whereas specimens from the same cases 
four to five years later showed distinct attenuation. 

Dr. Richard Marsden of Manchester has kindly ex- 
amined a series of lupus cases taken at random from our 
hospital clinic, with the object of discovering signs of 
visceral tuberculosis. I give his report: 


_ Dr. Marsden’s Report. : : 

Fifty cases of lupus vulgaris examined for signs of visceral 
tuberculosis. Of these: 

One had active phthisis. In this case the lupus had succeeded 
the lung disease. 

Two had the appearance of chronic phthisis, but cough was 
the only definite symptom, and there were no other signs of 
activity. No tubercle illi in sputum. 


Two presented evidence of old and apparently arrested 
phthisis. 


In the remaining 45 cases there were no physical signs dis 
tinctive of recent or old phthisis. Twenty-four of these were 
beyond suspicion, but in the remaining 21 their physi con- 
dition, build, and poor percussion resonance over the apices, 
allowed suspicion of tuberculous predisposition. 

There was a family history of tubercle in 12 cases. 

The discrepancy between the figures I have given you 
and those of Leloir.and others will be noted at once. dno 
would not for a moment doubt the accuracy of these 
statistics, but at least they are open to misinterpretation. 
Some of the Continental observers’ alarming percentage of 
visceral tuberculosis comes as a shock to anyone dealing 
with cutaneous tuberculosis on a large scale in this 
country, and one can but doubt the deduction implied. My 
own experience tallies with Kaposi’s, and I have long beer 
impressed by the general hardiness and well-being in lar 
numbers of lupus patients, many of whom one pests 
sees through a long period of years. I would offera simple 
explanation of the alarmists’ figures: their lupus patients 
developed pulmonary and other forms of visceral tuber- 
culosis simply because, in the first place, they had the con- 
stitutional predisposition; and, from 
their environment, hygienic conditions, diet, and so forth, 
they contracted visceral tuberculosis by the ordi 
channels. In other words, the lupus itself was not ca 
Had it been so, one would reasonably expect more 
uniformity in the relative proportion of lupus with visceral 
cases in all countries. i 

Presuming we have a case of lupus that is going to 
infect the system, what is the likeliest path of infection ? 
Undoubtedly the lymphatic channels. Now, I have nd 
doubt that such infection does occur, but relatively 
seldom. I have been struck by the absence of obvious 
gland enlargement in the drainage area covering tracts of 
non-ulcerated lupus in many cases, some of long standing. 
It is, of course, another story when ulceration occurs and 
staphylococci come into play. When one considers the high 
percentage of cases of facial lupus, very many of which 
are complicated with, or are indeed secondary to, intran 
or buccal-cavity lupus, it is really remarkable that more 
visceral cases do not occur, for here we have direct contact 
with the respiratory or alimentary tracts. - ‘ns 

In conclusion I would say: 

1. That whereas the causal relationship of primary 
visceral with secondary cutaneous tuberculosis is already 
established, 

2. The contrary causal relationship is not yet definitely 
proved. That probably infection of the viscera from the 
skin does occasionally occur, but that the majority of cases 
2 cutaneous tuberculosis in this respect remain “good 
ives.” 
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DISCUSSION. 

Dr. W. Kennetu Wits, 0.B.E. (Bristol), said that the 
statistics at the Bristol General Hospital in 1908 showed 
that among 100 consecutive cases of lupus there were onl 
3 per cent. of visceral tuberculosis, while 2 per cent. of 1 
persons taken at random were found to be suffering from 
phthisis. It had been suggested by Dr. Newman Neild of 
Bristol that lupus vulgaris in children was caused by infec- 
tion of small abrasions by means of polluted handkerchiefs 
used by tuberculous patients who might have no family 
relationship to the child. One might expect that where 
there was a heavy incidence of pa hte among the 
population there would be also a heavy incidence of lupus 
vulgaris. But this should not be regarded as due toa lower 
resistance to tubercle in the patient himself, but to the 
constant atmosphere of external infections. By injudicious 
treatment the focal infection of lupus might be extended 
into visceral tuberculosis; he might mention one case 
which developed Addison’s disease while being treated 
with tuberculin. 


Dr. R. Cranston Low (Edinburgh) said that he thought. 
that the question of lupus and internal tuberculosis should 


be lcoked at from an opposite point of view—namely, that 
éne shou!d consider, not how many cases of lupus subse- 
quently developed internal tubercle, but the number of 
cases of internal tuberculosis who had lupus also. The 
general impression of the speaker was that many cases of 
lupus showed a very good condition of general health. On 
the other hand; the type of individua] liable to internal 
tuberculosis was also liable to lupus, and one would expect 
the conditions often to be associated. But those cases in 
which the skin was primarily infected seemed to lead to a 
high degree of resistance and a consequent good opposition 
to general tubercle. It must be remembered that a high 
proportion of the population had tubercle in some form at 
some time, and it might be that in the lupus cases the 
other. forms of tuberculosis were looked for and found, 
while if no Jupus developed the cases were not examined 
for any internal lesion. . 


Dr. H. MacCormac, C.B.E. (London), said that one of the 
striking features of most cases of lupus was the distribu- 
tion of the lesions in the neighbourhood of the orifices of 
the body—the nose, mouth, and anus. The whole ques- 
tion of the connexion of visceral and skin disease depended 
upon whether the infection was-by the blood stream or 
by local inoculation. If by the former—and the dis- 
seminated type of lupus following measles suggested this 
—then in these cases of focus of primary visceral disease 
must be admitted. 


Dr. S. E. Dore (London) said he would like to support 
Dr. Lancashire in his main contention as to the rarity of 
visceral tuberculosis in cases of ordinary lupus vulgaris. 
He (the speaker) had seen a few cases in which there was 
or had been slight lung trouble, but he had never seen 
a single case of advanced pulmonary tuberculosis syn- 
chronizing with lupus vulgaris. It was difficult to follow 
up the cases to their final termination, but lupus cases 
attended skin departments over long periods, and the 
only fatal cases the speaker knew of had unfortunately 
died of carcinoma, with or independently of z-ray treat- 
ment. The reason for this discrepancy was not easy to 
explain; there might be an auto-vaccination from the 
local lesion, or possibly lupus was due to a different 
strain of bacillus, or upon anatomical grounds; it was 
unlikely for lupus to infect visceral organs. Possibly in 
the cases in which it did occur it was due to scraping or 
other operative measures or to tuberculin injections 
leading to dissemination of the bacilli, and he would like 
to ask Dr. Lancashire if he had any evidence in favour of 
his hypothesis. For in some cases no doubt the skin and 
viscera were infected simultaneously. Probably the 
anatomical disposition of the disease had a good deal 
to do with its clinical manifestations and behaviour; the 
diffuse infiltration of scrofulodermia, spreading from a 
diseased gland, was in some ways different from the 
ordinary lupus patch; inoculation into the horny layers 
of the skin, often from bovine tuberculosis, produced 
anatomical tubercle or warty lupus; bacillary emboli 
spreading by means of the blood stream were probably the 
cause of the tubereulides, although in lupus following 
measles it was difficult to account for the multiple patches 
of lupus by local inoculation from without. 


DISCUSSION ON 
CUTANEOUS SENSITIZATION AND FOCAL 
SEPSIS IN THE ETIOLOGY OF CERTAIN 
tis SKIN AFFECTIONS, 


OPENING PAPER 


BY 


Harotp W. Barser, M.A., M.B.Cantab., M.R.C.P.Lond., 
Physician-in-Charge, Skin Department, Guy’s Hospital, 


PART I.—PROTEIN SENSITIZATION, 


Tue basis of our knowledge of the subject of protein 
sensitization is the experimental work that has been 
carried out on hay fever. Apart from hay fever, we know 
now, chiefly as the result of Chandler Walker's’ work, that 
a considerable percentage of patients with true asthma 
are sensitive to one or more proteins, either of animal, 
vegetable, or bacterial origin, the asthma being part of a 
general reaction in the individual towards the offending 
protein; successful treatment has -resulted either by 
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preventing the patient from exposure to the protein to which 
he is susceptible, or by giving injections of it in varying 
dilution whereby he is desensitized. It has long been 
noted that asthma is frequently associated with urticarig 
or eczema—indeed, Sir Andrew Clark? suggested that 
asthma was due to an urticarial swelling of the bronchial 
mucous membrane—and investigations have now been 
carried out in order to determine the sensibility of patientg 
with urticaria and eczema towards various foreign proteins, 
principally those contained in food substances. 

Thus Schloss® in 1915 reported his observations on forty.’ 
three cases of food-idiosyncrasy in children. He pointed 
out that the toxic disturbances due to food intolerance werd 
urticaria and angeio-neurotic oedema, eczema, asthma, and 
bronchitis, gastro intestinal symptoms—-vomiting, pain} 
and diarrhoea—and eosinophilia. Proteins to which he 
discovered idiosyncrasies in his patients were those of 
milk, egg, beef, wheat, rice, and other cereals, various nuts; 
and horse-protein. Asa rule susceptibility towards morg 
than one protein was found in each case. e showed that 
positive cutaneous reactions were given towards the 
proteins of the toxic foods, and he noted—a fact I par. 
ticularly wish to emphasize—that the cutaneous reactions, 
and also the toxic disturbances, might disappear for some 
time after food poisoning. ‘Thus in four cases of allergy | 
to egg the reaction disappeared for several weeks after 
illness due to ingestion of egg. The same phenomenon, of 
course, is seen in experiments on anaphylactic shock in 
animals, for, when an animal recovers from an intoxicating 
dose of protein, it becomes temporarily immune to further 
injections (anti-anaphylaxis); susceptibility is again, how- 
ever, developed in from one to three months. 

In two of Schloss’s patients it was possible to carry out 
observations on the occurrence of anti-anaphylaxis : 

‘Both patients reacted to the ingestion of egg by the develop- 
ment of general urticaria, which appeared within one to three 
hours. Following each attack the cutaneous reaction dis- 
appeared for from twenty-two to forty days, and during this 
period the ingestion of egg was-without results. With the 
reappearance of the reaction egg again caused the usual 
symptoms. This observation was made a number of times on 
both patients. These results serve to explain how anaphylactic 
disturbances may be intermittent or cyclic, even though the 
food responsible was ingested continuously. They also indicate 
the necessity of making repeated tests in suspected cases.”’ 

At the same ‘time, by giving a food substance to which 
there is an idiosyncrasy in gradually increasing quantities 
immunity may be established, and the cutaneous reaction 
will then disappear. 

Since Schloss’s work numerous important papers have 
been written upon this subject, although they donot appear 
to have obtained much recognition in this country. 
White,‘ in a preliminary report, stated that in eczematous 
infants fat and starch were usually present in excess in 


the faeces, and he also reported results of cutaneous tests, — 


for which he used fat-free milk, egg albumen, salt-free 
butter, lactose, and oatmeal water. 
that time, however, were probably of little value, for he 
stated that the “maximum result observed has been a 
pink-red elevated papule, never a wheal or vesicle,” and it 
is therefore probable that many reactions which he 
Fs ameter as positive were not really so. MacBride and 
Schorer,S in a paper on “Erythematous and urticarial 
eruptions resulting from sensitization to certain foods,” 
discuss the theory of anaphylaxis, and make the interesting 
observation that animal intestinal parasites are capable of 
rendering certain foods toxic—for example, eggs—and that’ 
destruction of the parasites may produce immunity to the 
food in question. Other important papers have been’ 
ublished by Blackfan,® Towle,’ Highman and Michael,® 


amirez,° and Engman and Wander.” References to these * 
will be made in the second part of my paper, especially to.’ 
. 4g 


that by Engman and Wander, 


CausEs OF Protein SENSITIZATION. 


Influence of Heredity.—There is no question that 


heredity is a very important factor in many cases of 
protein sensitization, and it is interesting to note that 
Czerny laid stress on the hereditary factor in the genesis | 
of his exudative diathesis. Cooke and Vander Veer" ' 
obtained a family history of the disease in patients with : 
hay fever in a considerable percentage of their cases, and | 
Freeman” has published some striking charts showing’ 
how all the “toxic idiopathies,” as he terms them, run in. 
families: and there is no doubt that sensitized persons 
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ransmit to their offspring, not mecessarily their own 
but “ an unusual capacity for 
loping bioplastic reactivities to any foreign protein” (Coo 7 
and Vander Veer). In my own cases of asthma an 


anaphylactic eczema the family history has been in some 


i striking. Thus, in one family the father, 
an asthmatic, the daughter has 


hay fever, and the boy came to me with eczema due to’ 


oats, and he also suffered from urticaria whenever he ate 
oe Gastro-intestinal Disease.—It is probable 
that acquired sensitization to food and bacterial cape 
depends frequently on the state of the alimentary oan - 
and that incomplete digestion, or a catarrhal condition o 
the intestinal mucous membrane, may result in the absorp- 
tion of proteins direct into _the b ood stream, thereby 
rendering them capable of acting as antigens. Barnathon 
states that he was able to cure urticaria in a woman, whose 
attacks were produced by shellfish, when he gave her 
pepsin and hydrochloric acid for her achlorhydria. 


The Nature of Protein Sensitization. Ja 

To sum up our present knowledge of protein sensitiza- 
tion, we may say that certain persons are peculiarly liable 
to develop toxic symptoms when exposed to the influence 
of certain food, animal, plant, or bacterial proteins, drugs, 
chemicals, etc.; that this tendency is very markedly 
hereditary, and that idiosyncrasy towards more than one 
substance is the rule. How far the morbid reactions— 
asthma, urticaria, and gastro-intestinal disturbances— 
which result from these idiosyncrasies on 
anaphylaxis, it is difficult to say. Freeman,” who , oe 
the name “toxic idiopathies,” says that they “do no 
fall into line with the phenomena of anaphylaxy as 
demonstrated on a guinea-pig”; but this is certainly not 
invariably true, for, as Schloss has remarked, in cases of 
marked allergy to egg or milk, in which the patients’ sym- 
ptoms were comparable to anaphylactic shock in animals, 
it was possible passively to sensitize guinea-pigs to the 
proteins of these foods by a preliminary injection of the 
patient’s blood or serum, and the transmission of passive 
anaphylaxis to guinea-pigs was also obtained by Bruck in 
cases of urticaria due to pork, and by Flandin and Tzanck 
in that due to mussels. Moreover, Widal has shown that 
in urticaria of alimentary origin the outbreak of the 
eruption is preceded by a crise hémoclasique, with fall 
of blood pressure and sudden leucopenia, exactly com- 
parable to that observed in animals with anaphylactic 
shock. 

It is difficult to explain susceptibility towards non- 
protein drugs, such as quinine, or towards external 
irritants, on the grounds of anaphylactic sensitization, 
and yet the accompanying phenomena are often so similar 
to those of true anaphylaxis towards protein substances 
as to suggest that they are closely related. 


Cutaneous Tests for Protein Sensitization. 

Without entering upon a lengthy discussion of the 
subject, I may say that, in my opinion, the cutaneous 
tests are of very great value, but too much must not be 
expected of them; a strong reaction is almost always an 
important aid to diagnosis and treatment; a doubtful re- 
action may be equally important, or of no practical sig- 
nificance at all. It must also be remembered that group 
reactions occur ; thus a horse asthmatic will give a strong 
reaction to horse protein; and a positive, though smaller, 
reaction to other members of the horse family such as the 
zebra, onega, donkey, etc., and a person sensitive to oat 
will probably also give reactions to rice, barley, rye, but 
not uecessarily to wheat. This grouping presumably 
depends on a kindred chemical composition. 


Local Sensitization of the Skin. p 
_ A fact which I think is of considerable importance is 
that certain portions of the skin may become sensitive 


to external irritants, or to toxins absorbed from within, 


while other portions remain quite immune. Markley“ 


has published a remarkable instance of a woman who 


suffered from an acute erythematous papular eruption, 
involvimg the face, neck, chest, and anterior surfaces of 


the forearms. Eventually this was shown to be due to 


the fact that she was in the habit of cleaning out a guinea- 


pig hutch and allowing the animal to run about-over her. 
D 


shoulders. Absence from home always resulted in the 
rapid disappearance of the eruption, and removal of the 
guinea-pig was followed by permanent cure. Tests were 
made with guinea-pig hair applied to the skin for some 
hours. It was found that application of the hair to parts 
of the skin that had been involved in the original eruption 
produced an acute dermatitis, with vesication, which 


lasted for three days; whereas the skin, in places where no’ 


eruption had occurred, remained unaffected even after six 
hours’ application of the hair. Control tests were made 
on another person; and with the. hair of other animals, 
with negative result. 

Numerous other examples of this acquired local suscep- 
tibility of the skin could be given, and, of course von 
Pirquet observed the phenomenon in his work with tuber- 


culin, for he found that the skin of his left arm, which he 


habitually used for experiments, was sensitized to tuber- 
culin in a dilution of 1 in 1,000, while that of his right arm 
was unaffected by a solution ten times as concentrated. 


Focat Sepsis. 

We must now consider the question of focal sepsis in its 
relationship to dermatology. By focal sepsis we mean a 
chronic infection of some region of the body, the local 
resistance of the tissues being inadequate, so that bacteria 
are capable of active growth, and of producing, therefore, 
toxins which are absorbed into the system, and of them- 
selves passing into the blood stream, whereby an actual 
bacteriaemia results. It is not clear as yet to what extent 
the toxic disturbances -resulting from a focal infection 
depend on the direct action of bacterial toxins, and to’ 
what extent they are anaphylactic or allergig manifestations, 
the body having become sensitized to the protein of the 
pathogenic bacteria, but Ido not propose to discuss this 
question. 

By far the commonest primary foci of infection are the 


teeth, the tonsils, the nasopharynx and nasal sinuses, and _- 


possibly the intestines. It is, however, very difficult to 
estimate the extent to which infection from the intestines 
occurs, owing to the complexity and enormous variety of 
micro-organisms that abound in them. Freeman,! how- 
ever, quotes a most interesting case, communicated by 
Dr. John Matthews, of severe asthma, in which no infection 
of the bronchi was found, but in whom a history of 
recurrent diarrhoea was obtained. Examination of the 
faeces showed infection with B. pyocyaneus, and admini- 
stration of a vaccine of this organism cured both the 
asthma and the diarrhoea. There seems little doubt that 
the bowel may be a secondary focus for chronic Strepto- 
coccus longus infection, the primary foci being usually 
those above-mentioned, and in cases of intestinal stasis 
it is probable that toxaemia occurs not only from the 


products of excessive putrefaction and fermentation, but: 


also from the B. coli communis and variants of the B. coli 
group. It must also be remembered that in persons in 
whom digestion and assimilation are incomplete, or who 
suffer from inflammatory conditions of the intestinal 
mucous membrane, protein substances, which are capable 
of acting as toxic antigens, may be absorbed direct into 
the blood stream and provoke anaphylactic reactions. 

importance of oral sepsis in 

@ upper respira passages is twofold; not only ma. 

swallowing of pus from such foci will set up gastritis, and 


the stomach, should its secretion of hydrochloric acid fail, 


as is often the case, will allow virulent living organisms’ 
to into the intestines, and invasion of the intestinal 
wall and mesenteric glands may result. Not only is a 
secondary infective focus thus created, but, in the presence 
of an abnormal bacterial flora, excessive fermentation and 
putrefaction of foodstuffs occur with the formation of 
highly toxic substances. Fora discussion on this subject 
I would refer you to the writings of Bassler. 
Apart from the foci already mentioned, other 


possible 
ones exist, such as the appendix, the gall bladder, the lungs, 
the ear, the kidneys and bladder, the posterior urethra, 


the prostate and seminal vesicles, and the female pelvic 
organs. One must not forget, too, that the skin i may 
be a source of dangerous infection. 

Unfortunately in many cases, although the primary 
sources of infection may be dealt with satisfactorily, they 
have existed so long that secondary foci, such as the 
intestines and lymphatic glands, have become i 
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and treatment is then apt to be unsatisfactory; one 
sees, indeed, persons whose tissues seem saturated with 
infection beyond hope of repair. 


PART II. 


In this second part of my paper I propose to consider 
some of the diseases of the skin of whose association with 
focal infection or protein sensitization there is definite 

roof, and some in which such association is probable but 

not yet been certainly demonstrated. 


EryTHEMA-URTICARIA-PURPURA GROUP. 

The various conditions included in this group, like 
eczema, are not, of course, diseases of definite entity, but 
merely represent cutaneous reactions towards a great 
variety of toxic agents, which may affect the skin from 
within or without. They form a series of reactions of 
different intensity, and may all be present in the same 
person, and apparently be produced by the same toxic 
substance. 

Certain forms of erythema, however, have sufficiently 
definite clinical characteristics to merit a descriptive 
epithet, although, as Osler pointed out, 

“They belong to one family and are characterized by the 
similarity of the conditions under which they occur, the fre- 
quency with which the lesicns are substituted, the one for the 
other, in the same patient at different times, the tendency to 
recurrence, often through a long period of years, and lastly the 
identity of the visceral manifestations.” 

I shall here deal only with erythema multiforme and 
erythema nodosum. 


* Erythema Multiforme. 

Although the individual lesions in this eruption vary 
considerably, the appearance of the more typical ones and 
- their distribution are fairly characteristic, and diagnosis is 
usually easy. Most textbooks, in describing the etiology, 
state that the eruption may occur as a result of the in- 
gestion of certain foods and drugs, and after the adminis- 
tration of antitoxic serums, or after vaccination. Per- 
sonally I have never seen a really typical case associated 
‘either with the taking of food or drugs, or with the giving 
of serums. I believe that the classical type of the eruption, 
as described by Hebra, is rarely, if ever, due to the above 
causes, but is probably always of bacterial origin, the 
organism being in most cases a haemolytic streptococcus, 
as in purpura haemorrhagica. A tonsillitis of varying 
severity often precedes an outbreak of the eruption, and, 
although the association of erythema multiforme with that 
medley of infective symptoms we call “ rheumatism” may 
have been exaggerated, it has been sufficiently common in 
my experience to make me insist on every case that I see 
in a child or young adult being taken into hospital, 
watched most carefully for signs of endocarditis, and 
examined and treated for foci of infection. One of the 
most widespread eruptions of erythema multiforme that 
I have seen occurred in a boy with chronic rheumatic 
heart disease within a few hours of tonsillectomy, and the 
fact that the eruption recurs periodically in certain persons 


suggests that, like asthma and some forms of urticaria 


and eczema, it is an anaphylactic phenomenon. 

I have recently had the opportunity of observing a case 
of recurrent erythema iris over a period of several 
months. 


The patient is a young lady, and her first attack occurred 
some six years ago. The eruption is of the classical iris type, 
appears chiefly on the backs of the hands and wrists, and on 
the mucous membrane of the lips and tongue, and on the feet 
and ankles. At first the attacks occurred at intervals of about 
three months, but when she came to me in December, 1919, 
they were becoming more frequent. Her teeth are not obviously 
infected, but her tonsils, though small, are very scarred, chiefly 
as the result of an inadequate — to remove them in early 
life, and contain sentic material. I discussed the advisability 
of enucleation of, the tonsils with her, but she was anxious, if 
possible, to avoid this. I therefore asked Dr. Eyre to prepare a 
streptococcal vaccine from the septic material in the tonsillar 
crypts. This he did, and she was vaccinated over a period of 
ten months. During this time the attacks became less severe 
and less frequent, and finally ceased altogether, and she has 
remained well for about seven months. since the vaccines were 
discontinued. Ancther attack; however, has recently occurred, 
and she has now consented to have the tonsils enucleated. ‘The 
streptococcal vaccine used may have acted as a non-specific 
protein, but, if the enucleation of the tonsils leads to complete 
cessation of the attacks, I think we may fairly conclude that 
the crythema iris wes due to infection from this source. 


The hlood destruction, with anaemia, thas 
occurs during an attack of erythema multiforme probab} 
depends on the haemolytic properties of the infectin 


streptococcus. One significant fact is that in six cases 


erythema multiforme tested by Engman and Wander" the 
cutaneous reactions were all negative, but only food 
proteins, and not bacterial ones, were used. 


Erythema Nodosum. 
Much that has been said concerning erythema multi. 
forme applies to this condition. Its association with 
rheumatic lesions, such as endocarditis and arthritis, ig 
too common to be accidental, and there is no question that 
in children, at any rate, every case should be kept in bed 
and the heart carefully watched. It has been said that it 
does not tend to recur, but I have seen a child with 
rheumatic heart disease in two separate attacks, and there 
was a history of a third. The majority of cases are, I 
think, unquestionably due to streptococcal infection, and 
Finger, quoted by Abt," found streptococci in the inflam. 
matory lesions. Rosenow "claims to have isolated from the 
nodules a polymorphous diphtheroid closely resembling in 
some stages a streptococcus, and this he believes to be the 
causative organism. Stokes!’ considers that there are two 
groups of cases, (1) due to streptococcal infection, and 
(2) due to tuberculosis, and Landouzy describes a case in 
which he found a tubercle bacillus in a nodule, and was 
able to tuberculize a guinea-pig. One cannot help feeling 
that these cases associated with tuberculosis are possibly 
really examples of Bazin’s erythema induratum. 


Levinsohn !8 has published a case of a lady who was subject 
to recurrent attacks of severe erythema nodosum over a period 
of many years. ‘There was no evidence of tuberculosis, and the 
ony focus of infection discovered was the teeth ; treatment was 
undertaken with a stock vaccine containing 800 million strepto- 
cocci and 400 million pneumococci to each cubic centimetre. 
A feature of the case was that at the sites of the vaccine injec- 
tions swollen nodules of the erythema nodosum type appeared, 
and after a dose of 0.5c.cm. the reaction was so intense that 
suppuration was suspected, and the lesions on the legs were 
much aggravated. ventually with smaller doses complete 
recovery ensued. The patient had not previously been entirely 
free from the eruption during a period of four years. Although 
in this instance the original source of infection appeared to be 
the teeth, the portal of entry in most cases is probably the 
tonsils and nasopharynx, as in rheumatic fever. 


Urticaria and Angeioneurotic Oedema. 
Urticaria and angeioneurotic oedema—which, as Osler 
says, is but urticaria “writ large”—are the commonest 
cutaneous reactions in cases of protein sensitization, and 
in some instances, at any rate, the eruption is a true 
anaphylactic phenomenon. As an example, Schloss’s 
classical case may be quoted: 


A boy, aged 8, was extremely sensitive to eggs. When ten 
days old he had had an attack of diarrhoea, for which he was 
given the white of an egg in barley water, and no untoward 
symptoms occurred. When fourteen months old he was again 
— egg, and he at once developed urticaria and oedema of» 

is lips and tongue. The cutaneous reaction towards egg-white 
was strongly positive. It is probable that the egg-white given 
in infancy was undigested and partly absorbed into the blood 
unchanged, and thus sensitization occurred. 


For a full discussion on food sensitization in urticaria 
and angeioneurotic oedema, with reports of cases and 
references to literature, I would refer you to papers by 
MacBride and Schorer,’ and by Highman and Michael. 
Apparently in none of the reported cases of chronic 
urticaria tested by them were bacterial proteins used, and, 
although perhaps most cases of chronically recurring 
urticaria are due to an idiosyncrasy towards one or more 
food proteins, there is, nevertheless, a very important group 
of cases, sometimes with angeioneurotic symptoms, in 
which the toxic agent is evidently bacterial. These cases 
are commoner in women than in men, and the eruption is 
usually associated with symptoms of hyperthyroidism— 
namely, fullness or actual enlargement of the thyroid, 
flushing and excessive sweating on the slightest exer- 
tion, tachycardia, and the tumultuous action of the heart 
that occurs in true Graves’s disease. The urticaria is 
usually apt to appear at night-time, when there is fre- 
quently a slight rise of temperature, and can nearly always 
be provoked by undue exertion or excitement. The 
patients are often highly nervous and sometimes hysterical, 
and their urticaria, ‘like the other symptoms, is often 
labelled a neurosis and left at that. But in most cases 
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ie toms of hyperthyroidism, their nervous irri- 
tability, and their aatleaiiay would appear to be due to 
chronic infection, though their nervous system may be 


naturally unstable. 
The Slowing case of this type may be cited: 
> a, chronic urticarial eruption dating 
ok tonsillitis eight months previously. 
‘Three months later she had had an attack of acute rheumatism 
following a sore throat, at which time her rash was so intense 
that the possibility of scarlet fever was considered. She 
remained in bed for six weeks, but the rash has persisted ever 
Iso had almost constant evening pyrexia. 
i ointed to the tonsi ing the source 0 
focus was found. They have now been 
temoved: and since her operation, not only has her general 
health improved, but her rash has become progressively 
slighter, although it is too early as yet to say whether 
vaccine treatment will be necessary to produce complete 
A word may be said concerning urticaria papulosa. 
might be thought that this eruption would prove to be an 
anaphylactic reaction towards food proteins, but Engman 
and Wander tested four cases, two of them several 
times, with negative results. The disease would appear 
to be most commonly associated with an excessive carbo- 
hydrate dietary, but its actual cause has yet to be 


determined. 


Herpes Zoster, HERPES CATARRHALIS, AND HERPES 

GENITALIS. ine 
varieties of herpes can conside as 
oe pv but may be produced by more than one 
toxin, acting in the case of zoster on the posterior root 
ganglia and in the other two on the peripheral nerve- 
endings. All three varieties may apparently be caused by 
arsenic; in most cases they are probably due to infection. 
Herpes catarrhalis is, of course, a frequent Symptom of 
the common cold, pneumonia, and cerebro-spinal mening- 
itis, but may in certain people invariably result from the 
eating of a certain article of food, such as cheese; and 
Solomons” has recently described an interesting case in 
which it appeared to be a manifestation of vicarious 


menstruation. 3 

With regard to zoster, a great deal has been written of 
late concerning its association with varicella, and it is 
probable that the same organism may be capable of pro- 
ducing both diseases. The work of Rosenow and Oftedale,™ 
however, would suggest that in most cases herpes zoster 
is due to infection of the posterior root ganglia with a 
streptococcus of the viridans type, which obtains entrance 
usually through the tonsils or teeth, Their experiments 
on dogs are so well known that I need not recount them, 
but one case under my own observation gave striking 
proof to their contention. 


An elderly lady was referred to me by a colleague on account 
of a severe right-sided supraorbital zoster. Ever since a fall 
two years previously she had suffered from intense neuralgia of 
the right side of the head, with cutaneous hyperaesthesia so 
severe that she could not lie in bed on that side. She had also 
had an attack of right-sided facial paralysis, and she suffered 
from subacute rheumatoid arthritis. It seemed probable to me 
that all her symptoms were due to some chronic focal infection. 
X-ray examination showed no abnormality of the skull bones, 
nor was there evidence of dental infection. On the other hand, 
her tonsils were extremely septic, it being possible to express 
foul liquid pus from both. Their enucleation was considered, 
but not carried out on account of her age. Mr. Zamora, how- 
ever, applied as thorough local treatment as possible, and a 
swab was taken from them, which on culture gave a pure 
growth of a long-chained streptococcus. Immediately following 
this manipulation of the tonsils an acute attack of iritis 
occurred. A vaccine of the streptococcus was prepared and 
given, but with each dose a recurrence of the supraorbital zoster 
took place, and her joints became more painful. The patient, 
however, continued her injections, and after a time the neuralgia 
almost entirely disappeared, her rheumatic pains were relieved, 
and her facial palsy became much less obvious; moreover, her 
general state of health has greatly improved, and she has put 
on weight. Quite recently a further course of vaccine was 
given, and again each injection provoked a recurrence of the 
zoster. In this case it seems clear that the neuralgia, the facial 
paralysis, the herpes zoster, the rheumatism, and the acute 
attack of iritis, were all due to streptococcal infection from the 
tonsils. 


since, and she has a 
She was for a time 


‘ EczEMa. 
The association of that type of reaction of the skin 
which we term eczema with protein-seusitization and 
focal infection is now definitely established, but I am 
unfortunately compelled to deal with this important ques- 


tion in the briefest possible manner. I shall consider first 
eczema due to external irritants, and then eczema of 
internal origin in infants and adults. - 


Eczema due to External Irritants. 

There are, of course, some irritants which will produce 
acute eczematous dermatitis on practically every skin, but, 
on the other hand, we see that, as in the case of suscepti- 
bility to foreign proteins and drugs absorbed from within, 
some persons seem to have an inborn intolerance of certain 
substances applied bom apg and in others such intoler- 
ance is evidently acquired. It is common knowledge that 
in certain trades a person may be exposed for years to an 
irritant without ill effect; then suddenly his resistance 
breaks down, and an acute dermatitis results; in poor 4 


. cases subsequent exposure to the irritant, even in sm 


quantities and for a short time, will always cause a recur- 
rence of the dermatitis, although in others tolerance is 
reacquired. These irritants may be either protein-or non- 
protein substances. As an example of the former I may 
quote a case of ‘‘ baker’s eczema” now under my care. 


His eruption, when present, is confined to the hands and 
forearms, the parts with which the flour comes into direct 
contact. The cutaneous reactions are strongly itive -to 
wheat leucosin and globulin, but negative to gliadin and 
glutenin. He exhibits the phenomenon of local sensitiveness 
of his skin, since flour bandaged on his forearm, when he is 
free from the eruption, causes bare. « and later an eczematous 
dermatitis, whereas when applied to his leg it is without effect. 


A good example of eczema produced by non-protein 
substances is afforded by that due to a certain hair-dye 
containing paraphenylendiamine. 


Fordyce?! records a case of this kind in which the dermatitis 
lasted two months, during part of which time there was con- 
siderable pyrexia; a point of great interest in his case was that 
there was a leucocytosis of 30,000, with an eosinophilia, of 30 per 
cent. Mook2 has reported a case of dermatitis in a dentist due 
to apothesin ; cutaneous tests to this substance and to procain 
were positive. Guy Lane? reports three cases of a similar 
nature, all in dentists, in which er yt to procain was 
acquired after some months’ use of the drug; in all three 
‘patients positive cutaneous reactions were obtained. 


As has been said, it is difficult to bring these cases of 
sensitiveness towards drugs and non-protein irritants into 
line with susceptibility towards proteins, since a true 
anaphylactic reaction is only supposed to be possible 
with protein bodies. It has been suggested that drugs, 
etc., combine with the body proteins, and that it is towards 
these compounds that susceptibility occurs; there is 
certainly evidence in favour of this view in the case of 
salvarsan. However this may be, the phenomena of 
idiosyncrasy towards drugs, chemicals, etc., and towards 
proteins are so similar that they may all be conveniently 
termed “anaphylactoid,” and it should be particularly 
noted that positive cutaneous reactions can be obtained 
with both protein and non-protein substances. 


Infantile Eczema. 

In infants there are two main types of eczema, apart 
from that produced by external irritants, and it is the 
failure to recognize this fact that has made infantile 
eczema “the béte noire of all dermatologists,” as Engman 
and Wander express it: 


There is first the type that is so common in the out-patient 
department of hospitals in’ poor districts, and which corre- 
sponds to true seborrhoeic eczema in adults. It affects the 
scalp, the post-auricular regions, the face around the nose and 
mouth, the neck, and the flexures. Its onset is often sudden, and 
oozing takes place very rapidly, so that secondary infection 
occurs early, resulting in impetiginization. This condition, as 
with the impetiginized seborrhoeic eczema of adults, is often 
wrongly diagnosed as impetigo contagiosa, and surprise is 
expressed at the unsatisfactory results obtained when the 
orthodox treatment for that disease is adopted. This form of 
eczema is apparently associated with excessive carbohydrate 
feeding. 

In the second rage | of infantile eczema, the clinical picture 
is quite different, and it is usually possible to distinguish 
between the two ata glance. It is this type which is probably 
always due to susceptibility towards one or more foreign 
proteins—usually, of course, those of food substances. These 
children, on the whole, conform to a definite type. They are, 
even in early infancy, emotional and dificile, but withal 
charming and abnormally intelligent. In later life they are 
apt to become asthmatic. As regards their skin, it will be 
found that it is often slightly, sometimes definitely, ichthyotic, 
and I am convinced that ichthyotics are not only abnormally 
susceptible to external irritants, but are also frequently subject 
to anaphylactic eczema and asthma. 
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\ fuent from its dryness, the skin of these children feels 
thi ened and has a peculiar yellowish or, bistré colour, and 
‘there is often hyperkeratosis around the pilosebaceous follicles. 
‘The eczema takes the form of diffuse scaly patches, which 
become thickened; they are situated on the forehead, the 
cheeks, the extensor sur‘aces of the limbs, the trunk, and 
‘Sometimes in the flexures. Oozing does not readily oceur, 
although it is often provoked by scratching, nor is secondary 
impetiginization nearly so common as in the first type. One 
-very characteristic feature is that the eczematous patches may 
become quite pale and almost invisible in the course of a few 
hours, only to flare up when a paroxysm of itching or a fit of 
SEXING Oncars. This is not the case in the first type, in which, 
‘too, the itching is not sointense. In both types the eczema 
is apt to be accompanied by nasopharyngeal and bronchial 
catarrh; but in the first the catarrh tends to be persistent, 
-whereas in the second it waxes and wanes pari passu with the 
intensity of. the eczema. It is this second type which corre- 
sponds to Czerny’s description of the ‘‘ exudative diathesis,”’ 
although later observers, myself included, have confounded the 
two types. Probably most of the symptoms which Czerny 


described as characteristic of his exudative diathesis are . 


manifestations of protein sensitization. 
Engman and Wander !° found tbat of the exudative type 78 
per cent. responded -positively to some protein sensitization; of 
he remainder probably some were wrongly included in the 
‘exudative group, or the protein to which they were susceptible 
was not discovered. In those cases in which control of the diet 
could be maintained brilliant results followed. 
Although in children it is to food proteins that suscepti- 
bility is observed, in a few cases, as in asthma, the offending 
_protein may be bacterial, and Whitfield™ describes the case 
of a child, aged 3 years, who suffered from eczema and 
spasmodic cough. These were relieved by removal of 
septic tonsils and adenoids. It is possible that in this case 
the child was primarily susceptible to one or more food 
proteins, and became secondarily sensitive to the bacteria] 
infection of its respiratory tract. 


Eczema of Adults. 

As might be expected, eczema in adults is far less likely 
‘to be due to food sensitization than is the case in children, 
since complete or partial tolerance to foods is usually 
gradually acquired as the child grows older. 

Howard Fox and Fisher® conclude that only a small propor- 
-tion of eczema in adults is due to this cause. They quote the 
case of a man with chronic eczema of the hands and wrists who 
gave a positive reaction to cabbage; abstention from cabbage 
and sauerkraut resulted in the disappearance of his eczema, 
which reappeared at once when the forbidden vegetable was 
againeaten. Ramirez? comes to the same conclusion—namely, 
that anaphylactic eczema, like asthma, is commoner under the 
age of 30.. Engman and Wander! report some striking cases 
in this series, including one patient who was sensitive to oak 
pollen, and had suffered from erythematous eczema from this 
source for nine years; it began in April, lasted through the 
spring, and was accompanied by hay fever. Relief was obtained 
by desensitization. 

There is no question that some cases of chronic eczema 
in adults are directly or indirectly due to focal infection, 
particularly oral sepsis, and Ehrmann used to lay stress 

-on the association of eczema and chronic appendicitis. In 
my experience that type of eczema termed “nummular,” 
which begins by multiple discoid patches situated most 
commonly on the backs of the hands, wrists, and forearms, 
and on the extensor surfaces of the thighs and legs, is a 
frequent concomitant of oral sepsis, and I have had several 
cases during the past few years which cleared up when 
this was dealt with, and in which other methods of treat- 
ment had proved only palliative. 


Lupus EryYrHEMATOStS. 

This condition, which must, I think, be held to be very 
closely allied to erythema multiforme, is‘still regarded by 
many dermatologists as a tuberculide. During the past 
two years and a half I have collected a considerable 
number of cases of the disease, most of which I have been 
able to investigate thoroughly and to keep under observa- 
tion. In none of them was there any evidence of active 
tuberculosis, and in only four was there reason to suspect 
former tuberculous infection sufficient to produce clinical 
manifestations, such as cervical adenitis and the so-called 
tuberculous stigmata. On the other hand, in every one of 
my cases one or more definite foci of infection were pre- 
sent ; in some there was severe oral and tonsillar sepsis, 
in others the tonsils were badly infected without oral 
sepsis being present (although in most of these infected 
teeth had already been removed), and in others, in addi- 
tion to these two foci, a Streptococcus longus was easily 
recoverable from the faeces. A striking and important 
feature of my series of cases has been the frequency with 


which the disease bas been accompanied by definite 
arthritis, or by complaint on the part of the patients of 
attacks of “xheumatism” in the joints and muscles. | , 

Two of my patients have severe rheumatoid arthritis of the 
type that is associated with chronic streptococcal focal i. 
fection, and Dr. N. Mutch, who makes a special study of thig 
condition, has kindly given me notes of four cases that have 
come under his own observation, in which lupus erythematesug 
was present. In one, which I saw, a typical patch of lupug 
erythematosus developed while the patient was bavi strepto- 
coccal vaccine injections for his arthritis. In none of these ig 
there the slightest indication of tuberculous infection. ‘ 

As regards the treatment and prognosis of this disease, 

my observations go to show that what is true for 
rheumatoid arthritis is true for lupus erythematosus, 
That is to say, foci of sepsis must be sought for and dealt 
with, and afterwards cautious autogenous vaccine treat- 
ment carried out. In early cases removal of the primary 
foci of infection, with or without subsequent vaccination, 
has given most gratifying results.. In patients in whom 
the disease has been present for several years the same 
success has not keen obtained, probably because secondary 
foci, such as the intestines and lymphatic glands, exist, 
but even the most chronié and obstinate cases have shown 
steady improvement. I may quote one typical case. 
_ The patient was an asylum nurse, and the eruption, which 
was of many years’ standing, involved the nose and the greater 
part of both cheeks. She had severe oral sepsis, and her tonsils 
were large and contained pus. After removal of the teeth and 
tonsils, there was considerable immediate improvement. She 
has since been given autogenous streptococcal vaccine by Dr. 
Eyre, with the result that the greater part of the eruption hag 
gradually disappeared, and in a few months she will probably 
be cured, although there will be considerable scarring. There 
is no evidence of tuberculous infection, and she has had na 
treatment except the removal of the teeth and tonsils, and 
subsequent vaccination. 

Most dermatologists are agreed that lupuserythematosus 
and erythema multiforme are closely allied conditions 
The latter is often associated with that transient form of 
arthritis which we call acute rheumatism, and, although 
liable to recurrence, neither the skin eruption nor the 
arthritis is followed by permanent fibrotic change. In 
lupus erythematosus, on the other hand, although the 
lesions may disappear entirely without leaving a trace 
the more chronic patches are followed by scarring, just as 
permanent deformity of the joints results from a chronic 
rheumatoid arthritis. In my opinion, lupus erythematosus 
bears the same relationship to rheumatoid arthritis that 
erythema multiforme bears to the acute rheumatism of 
children and young adults. 

The more cases I see of lupus erythematosus the less do 
I believe in the view that it-is a tuberculide; and I would 
remind you that Cranston Low and Rutherford * have 
published the results of a post-mortem examination on a 
fatal female case, in which absolutely no trace of tuber- 
culosis could be found. There had been, however, severe 
oral sepsis, and a Streptococcus longus and Friedliinder’s 
bacillus were recovered also from her sputum. 


ALOPECIA AREATA. 

The last condition I wish to deal with is alopecia areata. 
As I” have already stated elsewhere, I believe that in 
most cases focal infection is the causative factor. The 
evidence that I have collected during the past year in 
support of this view is very convincing, but I am willing 
to admit that there is more than one type of alopecia 
areata, and that the exciting cause is not always the 
same. Whitfield’ and others have shown that eye-strain 
may be a factor in some cases, but I still hold that the 
great majority are due to infection, which in children 
is usually derived from the tonsils and nasopharynx. I 
would here like to deal with a very just criticism made 
by Dr. Dore when I™ showed a case of alopecia areata 
before the Dermatological Section of the Royal Society 
of Medicine on January 20th, 1921. He said that, after 
reading my paper, he had made inquiries, and he 
found that alopecia areata had in some cases developed 
after the tonsils had been removed. Apart altogether from 
the possibility that some other focus, such as the teeth, 
may have been present, I would point out first that the 
removal of tonsils, which is usually considered a trivial 
operation, is really one that requires the greatest skilliand 
care; in my opinion, anything short of complete enuclea- 
tion is not only useless but actually harmful, and I am 
continually seeing both children and adults whose tonsils 


- have been incompletely removed, with the result that they 
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i isoned with septic matter pent-up in buried 
0 of which have been obliterated by the 
scar tissue formed after the o ration. Moreover, removal 
of tonsils does not necessarily prevent further attacks of 
acute nasopharyngeal catarrh, and, should these occur, 
new patches of alopecia areata are likely to appear. For this 
reason, apart from the removal of septic tonsils and 
adenoids, I think it is important to correct any nasal 
deformity, such as a badly deflected septum, and to give 
vaccine treatment for some time after the operation. 
Whereas infected tonsils and adenoids and chronic naso- 
pharyngeal catarrh are, in wy opinion, the most common 
causes of alopecia areata in children, in adults the mouth 
is, perhaps, more often the primary source of infection, 
and I have seen three cases associated with nasal sinus 
suppuration. Of course, with chronic oral sepsis the 
tonsils are very likely to become secondarily infected, and 
itis in some cases difficult to decide which is the more 
important source of infection; in any case, however, the 


mouth should be dealt with first. 


CoNncLUSION. 
ject with which I have attempted to deal is so 
nee connected with matter about which there is 
so much controversy, that I am afraid my review of it is 
not only incomplete, but singularly disjointed. We may, 
however, even with our present knowledge safely affirm 


that further study of individual peculiarities towards 


i ins and bacteria is likely to solve some of the 
pon Sen problems which remain, but in this kind of 
research the dermatologist cannot hope to succeed alone. 
By careful clinical observations on large numbers of cases 
he may formulate theories, based on deductions made 
from such observations, and he may direct a line of 
research which appears likely to solve the problems before 
him, but his theories must always be tested by those who 
are expert in laboratory knowledge and technique, and it 
is on the correlation of clinical data and laboratory 
findings that the future of dermatology, like the future of 
medicine, depends. 
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CUTANEOUS SENSITIZATION. 


BY 
R. Cranston Low, M.B., F.R.C.P.Ed., 


Assistant Physician to the Skin Department, Royal Infirmary, 
Edinburgh. 


Tuts subject is so wide that it is difficult to know where 
to begin. I propose, in the first instance, to give you some 
of my personal experiences, and then, touch on a few 
points in the different diseases and anaphylaxis generally. 


Dermatitis due to External Causes. 

Assuming that dermatitis venenata was an anaphylactic 
phenomenon, I endeavoured to find out if it could be pro- 
duced artificially. I used the leaf of the Primula obcontca, 
with which you are all familiar. On the general principle 
that a sensitizing dose of antigen, followed by an interval 
of freedom from antigen, is likely to lead to sensitization, 
I scarified a small area on the back of the left forearm by 
scraping off the superficial layers of the epithelium till a 


slightly oozing surface was produced. Into that I rubbed | 


the crushed leaf of Primula obconica, rubbing the juice 
well in. That was done in the evening, and the juice 


of the leaf allowed to dry on the skin and washed off 
next morning. The lesion formed a thin crust where it 
had been scraped, but there was no redness or reaction of 
any kind around it. This crust came off in about two 
weeks and the skin showed a very superficial scar. After 
an interval of three weeks the same area was again rubbed 
with the crushed leaf of Primula obconica and the juice 
allowed to dry on the skin. This was done at 8 p.m., 
and on going to bed at about 11 o'clock the area rubbed 
showed no change. On awakening next morning, how- 
ever, the area rubbed was found to be red, oedematous 
and swollen, and very itchy. The central part showed 
numerous small vesicles where the juice of the leaf had 
been actually rubbed in, but the area of redness and 
oedema extended considerably beyond that. This der- 
matitis gradually increased in severity for forty-eight 
hours, the area extending considerably, till the greater 
part of the back of the forearm was affected. It remained 
more or less stationary for some days, but always itching 
at intervals, and if scratched or rubbed the acute lesions 
flared up again. At the end of a week or so it gradually 
subsided, became less red, then yellowish and scaly, and 
not till the end of the fourth week had all trace of the 
reaction disappeared. This experiment has since been 
repeated at intervals on different parts of the skin, 
and always with the same result, but on being repeated 
the reaction begins somewhat sooner and doves not last 
quite so long as on the first occasion. 

This experiment goes to show that dermatitis venenata 
can be produced artificially under certain circumstances. 
I could previously handle the primula or rub the crushed 
leaf into my skin with impunity. In order to see whether 
the result was accidental I repeated the same experiment 
on six other individuals, but in only one other, and that in 
my brother, did I succeed in causing sensitization. The 
other five were all negative, and failed to give any reaction 
to the primula. This result supports the view of Cooke 
and Vander Veer, referred to by Dr. Barber, with regard 
to the importance of heredity. In my own case there is 
definite evidence of a hereditary tendency. My mother 
suffered from a Primula obconica dermatitis of bands and 
face many years ago. At that time the condition was 
not recognized by the medical profession, and she was 
sent to Strathpeffer as a case of eczema. She 
returned some weeks later completely cured, and the 
physician in charge at Strathpeffer congratulated him- 
self on the potency of the waters. She was not two 
days at home when the eruption recurred. ‘The con- 
dition was eventually diagnosed by the gardener, who 
had seen an article in a gardening journal in which it 
stated that the primula inflamed some persons’ skins. On 
his suggestion the primulas were removed from the house 
and conservatory, and the eruption rapidly disappeared. 
There is also a history of asthma on my mother's side, 
and one of my nieces has suffered from urticaria and a 
sister from seborrhoeic dermatitis. The other five indi- 
viduals who did not sensitize to the primula had no 
history of asthma, eczema, or urticaria, so far as could 
be ascertained. ‘Therefore, from the fact that my brother 
and I alone became sensitized, I think it is fair to assume 
that only certain individuals can be sensitized—those who 
belong to families in which eczema, asthma, and urticaria 
are known to occur. 

The results of my experiments on myself do not agree 
with Dr. Barber’s remarks on local sensitization. I 
originally produced the dermatitis on my left forearm, 
but on rubbing the right forearm later with the primula 
I obtained a similar dermatitis there too, but I think on 
the whole not quite so severe. ; 

The question of these reactions being group reactions 
was next investigated. I rubbed my skin with the 
different kinds of primroses. The Primula sinensis gave 
an erythematous dermatitis lasting about a week. The 
common wild primrose (P. vulgaris) gave a very slight 
reaction lasting two to three days, and the coloured hybrid 
primroses gave an even less reaction. The common 
cowslip (P. veris) gave no reaction. Similarly the poly- 
anthus and the auricula also gave negative results. Tron. 
that it is seen that all the true primula family give a 
slight reaction, showing that they contain something in 
common. I also tested a lady patient who was sensitive 
to jonquils, and she gave a marked reaction when the 
jonquil leaf was rubbed on the skin, and a lesser reaction 
when the daffodil leaf was applied. 
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. This sensitiveness to plants seems to be limited to the 
skin cells. I rubbed the leaf of the P. obconica on the 
inside of the lip and on the mucous membrane of the nose, 
but not the slightest reaction was produced. This agrees 
with the finding of Jadassohn in a case of dermatitis 
due to the application of iodoform. In that case, also, 
application of iodoform to the mucous surfaces produced 
no effect. Therefore in dermatitis venenata the skin cells 
alone are sensitized. In support of this, also, is the 
experiment made by Bloch, who grafted a piece of his 
own normal skin and a piece of skin from a patient sensi- 
tized to iodoform on to a granulating surface of a patient 
with a healing burn. After the grafts had taken he dusted 
the area with iodoform, and in a few hours the piece of 
skin from the man with iodoform idiosyncrasy reacted 
with erythema and vesication, whereas the piece of his 
own skin and the rest of the skin of the grafted man 
showed no reaction. That, I think, conclusively shows 
that the cells themselves are sensitized, and may remain 
so even though transplanted on to another individual. In 
testing cases of plant and external drug dermatitis it is 
best to rub the plant or drug over a fairly large area, as 
one gets a definite reaction in that way. I did a skin test 
with iodoform by the ordinary von Pirquet method on a case 
of iodoform dermatitis, and obtained a very doubtful re- 
action, whereas, in the same patient, when the iodoform 
was rubbed on the unbroken skin a very definite reaction 
resulted. 

Skin tests to foods in cases of eczema, erythema multi- 
forme, and urticaria are not quite so satisfactory in prac- 
tice as they are in theory. One difficulty is where a 
doubtful reaction occurs; and, as any one who uses this 
test will soon Jearn, cases of eczema, etc., especially in 
children, often give positive reactions to more than one 
food, and yet when the food or foods are removed from the 
diet no improvement occurs in the skin, and also when the 
patient is given these foods the eruption is not made any 
worse. The difficulty is to know which food, if any, is to 
blame, and one may get reactions to several foods and the 
one which is to blame be omitted, as it is impossible to 
test a case to all possible foods. The mere fact that a 
patient with a skin eruption gives a skin test to some 
food shows that we are dealing with an individual who 
can be sensitized, and if that patient can be sensitized to 
one food, presumably he can also be sensitized to other sub- 
stances. ‘The period of desensitization of the skin which 
follows an attack of urticaria also explains why many 
cases do not give reactions and increases the difficulty of 
determining the food which is responsible. It is therefore 
most important that the tests should be repeated, if pos- 
sible, some days or weeks after an attack. If eczema and 
urticaria are both anaphylactic phenomena—and all the 
evidence goes to show that chronic urticaria certainly is— 
why do some cases get eczema and others urticaria on 
taking a certain food? I think it can be explained if one 
considers that in urticaria one is dealing with a true 
anaphylaxis, and the poison which produces the reaction 
by acting on the vasomotor mechanism of the skin vessels 

roduces the wheal, just as the lesion is produced in the 

ung in asthma. It is only part of a general phenomenon 
and the skin cell is not specially sensitized. Whereas in 
eczema, as in dermatitis venenata, if one assumes that the 
skin cells are also specially sensitized to the food, then the 
resulting reaction produces the various forms of dermatitis 
known as eczema. 

Although I know Dr. Barber could not mention all the 
conditions suspected of being anaphylactic in nature, I am 
surprised that he did not mention Hebra’s prurigo. 
Perhaps he includes it under his second variety of infantile 
eczema, but, above all conditions, prurigo suggests 
anaphylaxis. It begins as an urticaria papulosa, and 

rsists with itching papules for “years till the skin 
isonet indurated from scratching. It is practically 
always associated with asthmatic symptoms and shows 
a marked eosinopbilia of the blcod. I have tested two 
typical cases and in each got reactions to more than one 
food, but, as in eczema, withholding these from or adding 
them to the diet did not affect the eruption. It is pos- 
sible that prurigo is due to some focal Jesion in the bowel 
or elsewhere, or it may begin as an urticaria due to a food, 
and by scratching the patient may sensitize himself to his 
own tissues. Remarkable results have been obtained in 


dermatitis herpetiformis and other skin diseases by auto- 
serum-therapy—drawing off the patient’s own blood, 


defibrinating, centrifuging it, and reinjecting the serum, 
Similarly in prurigo the patient might be sensitized to 
coagulated serum or blood from his own lesions, and every 
time he scratches he may produce a reaction. 

Dermatitis herpetiformis is another disease associated | 
with eosinophilia. One of the worst cases I have ever 
seen could provoke an attack by eating meat. He lived 
and worked asa stoker for over five years on milk and 
peasbrose, and after that time he gradually began taking’ 
meat with no ill effect. It has long been suspected that’ 
dermatitis herpetiformis and pemphigus are due to bowel 
absorption, and I think we are justified in including them’ 
under the group of eruptions due to focal absorption from’ 
the bowel, either of food or bacterial origin. , 

I have keen very much interested in Dr. Barber's’ 
work om lupus erythematosus, and I am convinced he 
is on the right lines. From the case of generalized 
lupus erythematosus which I published in the British 
Journal of Dermatology a pure culture of Strepto- 
coccus longus was obtained from the heart’s blood 
post mortem. With that streptococcus a vaccine was 
made and cases of lupus erythematosus treated with 
it.. The results have been distinctly encouraging, one 
case int particular, with very resistant extensive disease of 
face and scalp, healing up rapidly after inoculation. I 
have never seen any local or focal reaction in lupus 
erythematosus from using this vaccine. 

{In conclusion, I should like to emphasize the importance 
of the subject of anaphylaxis. Our views are always 
changing as new progress is made. From investigations 
on typhoid fever it has been shown that even in acute 
diseases the patient passes through a hypersensitive stage 
before reaching immunity, and all the evidence goes to 
show that in chronic infections of all kinds the patient tends 
to remain in the hypersensitive condition and the disease 
persists indefinitely, as, for example, in lupus, psoriasis, 
etc. Much has been done, but we are only beginning to 
understand the complicated changes which take place 
when a patient becomes infected, and since the dermato- 
logist can see exactly what is occurring on the skin, he is 
in a better position than the general physician to elucidate 
this problem. - 

[Dr. Cranston Low also showed a reaction produced on 
his own arm by rubbing with the crushed leat of Primula 
obconica. | 


DISCUSSION. 

Dr. W. Kenneto Wits, O.B.E. (Bristol), said that to 
him the reports on protein sensitization and food idio- 
syncrasy seemed to lack clearness owing to the fact that 
the term “eczema” had never been clearly defined or 
explained. He wished to draw attention to the condition 
of follicular dermatitis associated with pityriasis of the 
scalp either in himself or in some one in his immediate 
entourage. He pointed out that at the start this condition 
presented a follicular plugging and later a perifollicular 
erythematous zone with itching. Eczematization followed 
secondarily to scratching. He said that this dermatitis - 
was sometimes, but not always, inoculable, and that the 
inoculability was dependent for success upon at least two 
factors: (1) An infecting coccus, and (2) the secretion in 
the follicle containing an exuded protein body upon which 
the coccus could grow and produce a more toxic protein 
body which itself caused the inflammatory phenomena. 
He also mentioned another disease which he termed “tea 
and bread-and-butter” disease, which was seen in old 
people who with only a tooth or two left in one jaw were 
unable to masticate, and were unable to take more than 
the softest food. These poor people were reduced to taking 
only tea and bread-and-butter, and in these might be seen. 
an erythema upon those parts of the body which were 
exposed to light—like pellagra but without nervous pheno- 
mena. ‘These patients could be relieved by a more ex- 
tended dietary. Here there was another factor besides the 
sensitization of the skin—namely, light. He also remarked 
that light was also an important factor in the determina- 
tion of lupus erythematosus, and must be taken into con- 
sideration when attempting to explain this dermatosis by 
theories of sensitization to bacterial toxins. 


Dr. Barser, in reply, said that in reference to Dr. 
Cranston Low’s most interesting experiments, he had 
during the war made some investigations with “‘ mustard 
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gas” that were not without interest. He produced a small 
superficial burn on his left forearm by short exposure to 
this substance, which healed completely in about a week 
without leaving any trace. A few weeks later (while 
doing further experim nts) he burnt himself very badly in 
the right antecubital fossa, and the burn was followed by 
sloughing of the skin and intense lympbangitis with 
oedema: whi'e the pain and inflammation were at their 
height ‘@ patch of erythema with vesicles appeared 
spontaneously exactly at the site of the original superficial 
burn that he had produced on the left forearm some weeks 
reviously. There was no possibility of this being due to 
Pe cidentan exposure of this area to a further quantity of 
mustard gas, and he could only conclude that this patch 
of skin had become sensitized and reacted when absorption 
took place from the severe burn on the other arm. With 
regard to Dr. Kenneth Wills’s remarks about the influence 
of light in the production of certain skin diseases, such as 
lupus erythematosus, he agreed that in this disease 
gunlicht must be considered as a predisposing factor in 
some cases, and no doubt sometimes determined the 
localization of the lesions. He had had more than one 
case in which the patient dated the onset of the disease 
from exposure to strong sunlight; and Sequeira had stated 
that he had frequently seen the lesions aggravated by 
exposure to the Finsen light. As this subject was under 
discussion, he would like to ask members of the Section 
whether they had observed a certain group of cases in 
which, during adult life, the patient became sensitized to 
light and developed an eruption on tlie exposed parts, for 
instance, the face, ears, neck, and backs of the hands, and, 
in women, in the V-shaped area laid bare by the cut of the 
blouse; the eruption was a. mixed one, and, though 
chiefly eczematous, consisted also of papules, small 
bullae, and in some instances of urticarial lesions. 
In all the patients he had collected with this con- 
dition there was marked excess of indican in the 
urine, and in most of them the reaction was intense. 
The patients had a peculiar earthy tint, and the lips were 
bluish in colour; so characteristic was their appearance 
that he could now distinguish the cases ata glance. He 
resumed that the condition was allied to hydroa aestivale, 
but it differed from it in that most of his patients acquired 
the sensitiveness to light during adult life, and the eruption 
was chiefly an eczematous one. The explanation that he 
offered was that some substance, probably derived from 
the decomposition of protein in the intestines, and possibly 
allied to sulphonal, was absorbed and sensitized the skin 
to light. He had never found haematoporphyrin in the 
urine of. these patients. He had had very satisfactory 
results by reducing the protein intake to a minimum, 
giving liquid paraffin and full doses of hydrochloric acid 
internally, and applying a cream and powder containing 
quinine externally. He had satisfied himself that quinine 
applied in this way did very materially protect the skin 
from the effects of the sun’s rays. 


Dr. Cranston Low, in replying to Dr. Barber's question 
with regard to the influence of light on certain skin con- 
ditions such as lupus erythematosus, said that he had 
recently come across an article on buckwheat poisoning, 
or fagopyrismus, by H. L. Smith, in the Archives of In- 
ternal Medicine of 1909. In this Smith referred to the 
fact that if an animal were fed on buckwheat and then 
exposed to sunlight it developed an acute dermatitis on 
the white parts of the skin only, and if the animal were 
black and white, the black areas were not affected. Other 
disturbances, such as gastro-intestinal derangement and 
nervous symptoms, might be produced, and if severe the 
animal might die of them. It was also mentioned in this 
article that if haematoporphyrin were added to red blood 
cells and they were kept in the dark nothing happened, 
but that exposure to sunlight caused a lysis of the cells. 
The interesting point was that in buckwheat there was 
a substance which very closely resembled haemato- 
porphyrin, and it was probable that when this substance 
c rculated in the animal’s blood it was acted upon by sun- 
light and turned into a toxic substance which dissolved 
the red cells and produci:d alocal reaction. Now, haemato- 
pespeyain was known to occur in the urine of cases of 

ydvoa vacciniforme, and in all probability the skin lesions 
in that condition were due to this lytic action of the 
haematoporphyrin in the blood, and before this condition 
could occur the skin containing the blood capillaries must 


be exposed to the sun. He also referred to a case of 
acquired hydroa vacciniforme, and suggested that in that 
type of case substances might be present in wheat wn 
in this country which resemble the substances in buck- 
wheat, or that wheat flour might also be mixed to some 
extent with buckwheat, and persons eating flour made 
from the mixture might develop a skin dermatitis on 
exposure to light. 


DISCUSSION ON 
SKIN DISEASES IN PENSIONERS. 


OPENING PAPER 
BY 


Henry MacCormac, C.B.E., M.D., F.R.C.P., 
Physician, Diseases of the Skin, Middlesex Consalting 


Physician, Queen Alexandra Military Hospital. 

Ir will be admitted that under ordinary favourable circum- 
stances the diagnosis of diseases of the skin is not easy, and 
that our knowledge of the causal factors, except in con- 
ditions due to animal or vegetable parasites, is meagre. 
When the case to be considered is that of a naval or 
military pensioner these difficulties become doubled or 
trebled, for, in addition to determining the -nature of the 
disease, the examiner has to answer such questions as— 
How far can the affection be attributed to war conditions; 
or if it existed prior to entering into the Service, has it 
been aggravated thereby, and, if so, whether the aggrava- 
tion still exists or has ceased to be operative? While no 
set of rules can be formulated to furnish a comprehensive 
answer in every case, it is possible to frame a classification 
which, while admittedly defective, has at least the merit 
of being practical and capable of resolving the problem 
intoaless complicated form. This classification comprises 
three groups, as follows: (1) Where the disease is definitely 
due to war service; (2) where it is open to question how 
far war service may have caused or aggravated the com- 
plaint; and (3) where the condition should not be attributed 
to war service. ' ' 


Group I.—Diseases definitely due to war service. 


In this group should be included conditions such as 
Oriental sore, scabies, infected tuberculosis of the skin, 
and ringworm. As all the diseases are parasitic their 
origin can clearly be determined. Upon the subject of 
scabies some further comment should be made. It would 
not be expected, but it is nevertheless a fact, that even at 
the present time pensioners present themselves with con- 
ditions labelled “scabies” which took origin during the war. 
Now although scabies, if improperly treated, may persist 
indefinitely—and some cases may be due to neglect of 
sterilization of bedding and clothing, thus permitting con- 
stant reinfection—those I have seen, with one possible 
exception, are to be explained in a different way. Some 
are instances of dermatitis due to prolonged application of 
sulphur; in other cases the original diagnosis had been 
inaccurate, the disease having been of a different nature— 
for example, dermatitis herpetiformis. These possible 
sources of error have therefore to be kept in mind. 

Two other classes also properly belong to this group: 
the first where the disease has arisen or has become 
chronic owing to the impossibility of obtaining some 
special but recognized form of treatment; and the second 
where the remedial measures employed have resulted 
in disfigurement or injury. These classes will best be 
illustrated by the following examples: 

Case 1.—A pensioner developed sycosis of the beard and 
moustache regions whilst serving in a remote part of 
the Empire. Some years previously he had suffered from 
a similar condition, which was cured at that time by x-ray 
depilation. When the second attack took place, owing to 
his situation, this treatment could not be obtained, and it 
was considered undesirable to send him home to obtain it. 
The disease progressed and became firmly established, and 
the prognosis is now bad. He is the subject of a dis- 
figuring complaint which considerably interferes with his 
chance of obtaining employment in civil life. In this case 
it may properly be held. that his present condition is 
directly the result of his service. ; 

Case 2.—This case differs materially from the previous 
one. The pensioner, a middle-aged man, whilst serving 
in India developed a late specific eruption upon the scalp. 
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SECTION OF DERMATOLOGY. 


_ This sensitiveness to plants seems to be limited to the 
skin cells. I rubbed the leaf of the P. obconica on the 
inside of the lip and on the mucous membrane of the nose, 
but not the slightest reaction was produced. This agrees 
with the finding of Jadassohn in -a case of dermatitis 
due to the application of iodo‘orm. In that case, also, 
application of iodoform to the mucous surfaces produced 
no effect. Therefore in dermatitis venenata the skin cells 
alone are sensitized. In support of this, also, is the 
experiment made by Bloch, who grafted a piece of his 
own normal skin and a piece of skin from a patient sensi- 
tized to iodoform on to a granulating surface of a patient 
with a healing burn. After the grafts had taken he dusted 
the area with iodoform, and in a few hours the piece of 
skin from the man with iodoform idiosyncrasy reacted 
with erythema and vesication, whereas the piece of his 
own skin and the rest of the skin of the grafted man 
showed no reaction. That, I think, conclusively shows 
that the cells themselves are sensitized, and may remain 
so even though transplanted on to another individual. In 
testing cases of plant and external drug dermatitis it is 
best to rub the plant or drug over a fairly large area, as 
one gets a definite reaction in that way. I did a skin test 
with iodoform by the ordinary von Pirquet method on a case 
of iodoform dermatitis, and obtained a very doubtful re- 
action, whereas, in the same patient, when the iodoform 
was rubbed on the unbroken skin a very definite reaction 
resulted. 

Skin tests to foods in cases of eczema, erythema multi- 
forme, and urticaria are not quite so satisfactory in prac- 
tice as they are in theory. One difficulty is where a 
doubtful reaction occurs; and, as any one who uses this 
test will soon learn, cases of eczema, etc., especially in 
children, often give positive reactions to more than one 
food, and yet when the food or foods are removed from the 
diet no improvement occurs in the skin, and also when the 
patient is given these foods the eruption is not made any 
worse. The difficulty is to know which food, if any, is to 
blame, and one may get reactions to several foods and the 
one which is to blame be omitted, as it is impossible to 
test a case to all possible foods. The mere fact that a 
patient with a skin eruption gives a skin test to some 
food shows that we are dealing with an individual who 
can be sensitized, and if that patient can be sensitized to 
one food, presumably he can also be sensitized to other sub- 
stances. The period of desensitization of the skin which 
follows an attack of urticaria also explains why many 
cases do not give reactions and increases the difficulty of 
determining the food which is responsible. It is therefore 
most important that the tests should be repeated, if pos- 
sible, some days or weeks after an attack. If eczema and 
urticaria are both anaphylactic plhenomena—and all the 
evidence goes to show that chronic urticaria certainly is— 
why do some cases get eczema and others urticaria on 
taking a certain food? I think it can be explained if one 
considers that in urticaria one is dealing with a true 
anaphylaxis, and the poison which produces the reaction 
by acting on the vasomotor mechanism of the skin vessels 

roduces the wheal, just as the lesion is produced in the 
ae in asthma. It is only part of a general phenomenon 
and the skin cell is not specially sensitized. Whereas in 
eczema, as in dermatitis venenata, if one assumes that the 
skin cells are also specially sensitized to the food, then the 
resulting reaction produces the various forms of dermatitis 
known as eczema. 

Although I know Dr. Barber could not mention all the 
conditions suspected of being anaphylactic in nature, I am 
surprised that he did not mention Hebra’s prurigo. 
Perhaps he includes it under his second variety of infantile 
eczema, but, above all conditions, prurigo suggests 
anaphylaxis. It begins as an urticaria papulosa, and 

rsists with itching papules for “years till the skin 

comes indurated from scratching. It is practically 
always associated with asthmatic symptoms and shows 
a marked eosinophilia of the blcod. I have tested two 
typical cases and in each got reactions to more than one 
food, but, as in eczema, withholding these from or adding 
them to the diet did not affect the eruption. It is pos- 
sible that prurigo is due to some focal Jesion in the bowel 
or elsewhere, or it may begin as an urticaria due to a food, 
and by scratching the patient may sensitize himself to his 
own tissues. Remarkable results have been obtained in 
dermatitis herpetiformis and other skin diseases by auto- 
serum-therapy—drawing off the patient’s own blood, 


defibrinating, centrifuging it, and reinjecting the serum, 
Similarly in prurigo the patient might be sensitized to 
coagulated serum or blood from his own lesions, and every 
time he scratches he may produce a reaction. ‘ 

Dermatitis herpetiformis is another disease associated _ 
with eosinophilia. One of the worst cases I have ever 
seen could provoke an attack by eating meat. He lived 
and worked asa stoker for over five years on milk and 
peasbrose, and after that time he gradually began taking’ 
meat with no ill effect. It has long been suspected that’ 
dermatitis herpetiformis and pemphigus are due to bowel 
absorption, and I think we are justified in including them’ 
under the group of eruptions due to focal absorption from’ 
the bowel, either of food or bacterial origin. . 

I have keen very much interested in Dr. Barber's’ 
work om lupus erythematosus, and I am convinced he 
is on the right lines. From the case of generalized 
lupus erythematosus which I published in the British 
Journal of Dermatology a pure culture of Strepto- 
coccus longus was obtained from the heart's blood: 
post mortem. With that streptococcus a vaccine was 
made and cases of lupus erythematosus treated with 
it.; The results have been distinctly encouraging, one 
case ir particular, with very resistant extensive disease of 
face and scalp, healing up rapidly after inoculation. I 
have never seen any local or focal reaction in lupus 
erythematosus from using this vaccine. 

In conclusion, I should like to emphasize the importance 
of the subject of anaphylaxis. Our views are always 
changing as new progress is made. From investigations 
on typhoid fever it has been shown that even in acute 
diseases the patient passes through a hypersensitive stage 
before reaching immunity, and all the evidence goes to 
show that in chronic infections of all kinds the patient tends 
to remain in the hypersensitive condition and the disease 
persists indefinitely, as, for example, in lupus, psoriasis, 
etc. Much has been done, but we are only beginning to 
understand the complicated changes which take place 
when a patient becomes infected, and since the dermato- 
logist can see exactly what is occurring on the skin, he is 
in a better position than the general physician to elucidate 
this problem. 

[Dr. Cranston Low also showed a reaction produced on 
his own arm by rubbing with the crushed leat of Primula 
obconica. | 


DISCUSSION. 

Dr. W. Kenneto Wits, O.B.E. (Bristol), said that to 
him the reports on protein sensitization and food idio- 
syncrasy seemed to lack clearness owing to the fact that 
the term “eczema” had never been clearly defined or 
explained. He wished to draw attention to the condition 
of follicular dermatitis associated with pityriasis of the 
scalp either in himself or in some one in his immediate 
entourage. He pointed out that at the start this condition 
presented a follicular plugging and later a perifollicular 
erythematous zone with itching. Eczematization followed 
secondarily to scratching. He said that this dermatitis - 
was sometimes, but not always, inoculable, and that the 
inoculability was dependent for success upon at least two 
factors: (1) An infecting coccus, and (2) the secretion in 
the follicle containing an exuded protein body upon which 
the coccus could grow and produce a more toxic protein 
body which itself caused the inflammatory phenomena. 
He also mentioned another disease which he termed “tea 
and bread-and-butter” disease, which was seen in old 
people who with only a tooth or two left in one jaw were 
unable to masticate, and were unable to take more than 
the softest food. These poor people were reduced to taking 
only tea and bread-and-butter, and in these might be seen. 
an erythema upon those parts of the body which were 
exposed to light—like pellagra but without nervous pheno- 
mena. ‘I'hese patients could be relieved by a more ex- 
tended dietary. Here there was another factor besides the 
sensitization of the skin—namely, light. He also remarked 
that light was also an important factor in the determina- 
tion of lupus erythematosus, and must be taken into con- 
sideration when attempting to explain this dermatosis by 
theories of sensitization to bacterial toxins. 


Dr. BarBer, in reply, said that in reference to Dr. 
Cranston Low’s most interesting experiments, he had 
during the war made some investigations with “‘ mustard 
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” not without interest. He produced a small 
a a a on his left forearm by short exposure to 
this substance, which healed completely in about a week 
without leaving any trace. A few weeks later (while 
doing further experim: nts) he burnt himself very badly in 
the right antecubital fossa, and the burn was followed b 
sloughing of the skin and intense lympbangitis wit 
oedema; whi'e the pain and inflammation were at their 
height a patch of erythema with vesicles appeared 
spontazeously exactly at the site of the original superficial 
burn that he had produced on the left forearm some weeks 
previously. There was no possibility of this being due to 
accidental exposure of this area to a further quantity of 
mustard gas, and he could only conclude that this patch 
of skin had become sensitized and reacted when absorption 
took place from the severe burn on the other arm. With 
regard to Dr. Kenneth Wills’s remarks about the influence 
of light in the production of certain skin diseases, such as 
lupus erythematosus, he agreed that in this disease 
sunlight must be considered as a predisposing factor in 
some cases, and no doubt sometimes determined the 
localization of the lesions. He had had more than one 
case in which the patient dated the onset of the disease 
from exposure to strong sunlight ; and Sequeira had stated 
that he had frequently seen the lesions aggravated by 
exposure to the Finsen light. As this subject was under 
discussion, he would like to ask members of the Section 
whether they had observed a certain group of cases in 
which, during adult life, the patient became sensitized to 
light and developed an eruption on tle exposed parts, for 
instance, the face, ears, neck, and backs of the hands, and, 
in women, in the V-shaped area laid bare by the cut of the 
blouse; the eruption was a. mixed one, and, though 
chiefly eczematous, consisted also of papules, small 
bullae, and in some instances of urticarial lesions. 
In all the patients he had collected with this con- 
dition there was marked excess of indican in the 
urine, and in most of them the reaction was intense. 
The patients had a peculiar earthy tint, and the lips were 
bluish in colour; so characteristic was their appearance 
that he could now distinguish the cases ata glance. He 

resumed that the condition was allied to hydroa aestivale, 
but it differed from it in that most of his patients acquired 
the sensitiveness to light during adult life, and the eruption 
was chiefly an eczematous one. The explanation that he 
offered was that some substance, probably derived from 
the decomposition of protein in the intestines, and possibly 
allied to sulphonal, was absorbed and sensitized the skin 
to light. He had never found haematoporphyrin in the 
urine of. these patients. He had had very satisfactory 
results by reducing the protein intake to a minimum, 
giving liquid paraffin and full doses of hydrochloric acid 
internally, and applying a cream and powder containing 
quinine externally. He had satisfied himself that quinine 
applied in this way did very materially protect the skin 
from the effects of the sun’s rays. ; 


Dr. Cranston Low, in replying to Dr. Barber's question 
with regard to the influence of light on certain skin con- 
ditions such as lupus erythematosus, said that he had 
recently come across an article on buckwheat poisoning, 
or fagopyrismus, by H. L. Smith, in the Archives of In- 
ternal Medicine of 1909. In this Smith referred to the 
fact that if an animal were fed on buckwheat and then 
exposed to sunlight it developed an acute dermatitis on 
the white parts of the skin only, and if the animal were 
black and white, the black areas were not affected. Other 
disturbances, such as gastro-intestinal derangement and 
nervous symptoms, might be produced, and if severe the 
animal might die of them. It was also mentioned in this 
article that if haematoporphyrin were added to red blood 
cells and they were kept in the dark nothing happened, 
but that exposure to sunlight caused a lysis of the cells. 
The interesting point was that in buckwheat there was 
a substance which very closely resembled haemato- 
porphyrin, and it was probable that when this substance 
c‘rculated in the animal’s blood it was acted upon by sun- 
light and turned into a toxic substance which dissolved 
the red cells and produci:d alocal reaction. Now, haemato- 
porphyrin was known to occur in the urine of cases of 

ydroa vacciniforme, and in all probability the skin lesions 
in that condition were due to this lytic action of the 
haematoporphyrin in the blood, and before this condition 
could occur the skin containing the blood capillaries must 


be exposed to the sun. He also referred to a case of 
acquired hydroa vacciniforme, and suggested that in that 
type of case substances might be present in wheat wo 
in this country which resemble the substances in buck- 
wheat, or that wheat flour might also be mixed to some 
extent with buckwheat, and persons eating flour made 
from the mixture might develop a skin dermatitis on 
exposure to light. 


DISCUSSION ON 
SKIN DISEASES IN PENSIONERS. 


OPENING PAPER 
BY 


Henry MacCormac, C.B.E., M.D., F.R.C.P., 


Physician, Diseases of the Skin, Middlesex Hospital; Consulting 
Physician, Queen Alexandra Military Hospital. 


Ir will be admitted that under ordinary favourable circum- 
stances the diagnosis of diseases of the skin is not easy, and 
that our knowledge of the causal factors, except in con- 
ditions due to animal or vegetable parasites, is meagre. 
When the case to be considered is that of a naval or 
military pensioner these difficulties become doubled or 
trebled, for, in addition to determining the -nature of the 
disease, the examiner has to answer such questions as— 
How far can the affection be attributed to war conditions; 
or if it existed prior to entering into the Service, has it 
been aggravated thereby, and, if so, whether the aggrava- 
tion still exists or has ceased to be operative? While no 
set of rules can be formulated to furnish a comprehensive 
answer in every case, it is possible to frame a classification 
which, while admittedly defective, has at least the merit 
of being practical and capable of resolving the problem 
intoaless complicated form. This classification comprises 
three groups, as follows: (1) Where the disease is definitely 
due to war service; (2) where it is open to question how 
far war service may have caused or a vated the com- 
plaint; and (3) where the condition should not be attributed 
to war service. 


Group I.— Diseases definitely due to war service. 


In this group should be included conditions such as 
Oriental sore, scabies, infected tuberculosis of the skin, 
and ringworm. As all the diseases are parasitic their 
origin can clearly be determined. Upon the subject of 
scabies some further comment should be made. It would 
not be expected, but it is nevertheless a fact, that even at 
the present time pensioners present themselves with con- 
ditions labelled “scabies” which took origin during the war. 
Now although scabies, if improperly treated, may persist 
indefinitely—and some cases may be due to neglect of 
sterilization of bedding and clothing, thus permitting con- 
stant reinfection—those I have seen, with one possibie 
exception, are to be explained in a different way. Some 
are instances of dermatitis due to prolonged application of 
sulphur; in other cases the original diagnosis had been 
inaccurate, the disease having been of a different nature— 
for example, dermatitis herpetiformis. These possible 
sources of error have therefore to be kept in mind. 

Two other classes also properly belong to this group: 
the first where the disease has arisen or has become 
chronic owing to the impossibility of obtaining some 
special but recognized form of treatment; and the second 
where the remedial measures employed have resulted 
in disfigurement or injury. These classes will best be 
illustrated by the following examples: | 

Case 1.—A pensioner developed sycosis of the beard and 
moustache regions whilst serving in a remote part of 
the Empire. Some years previously he had suffered from 
a similar condition, which was cured at that time by z-ray 
depilation. When the second attack took place, owing to 
his situation, this treatment could not be obtained, and it 
was considered undesirable to send him home to obtain it. 
The disease progressed and became firmly established, and 
the prognosis is now bad. He is the subject of a dis- 
figuring complaint which considerably interferes with his 
chance of obtaining employment in civil life. In this case 
it may properly be held. that his present condition is 
directly the result of his service. } 

Case 2.—This case differs materially from the previous 
one. The pensioner, a middle-aged man, whilst serving 
in India developed a late specific eruption upon the scalp. 
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The condition was diagnosed as ringworm, and x rays were 
used with the object of depilating the hair and curing the 
disease. By some unfortunate mischance this caused not 
only permanent loss of most of the hair of the head, but 
algo éxtensive scarring with telangiectases. Now, while 
it is evident that the original syphilitic infection, both 
from its nature and by reason of having been acquired 
many years before the war, did not qualify this man for a 
pension, it is equally evident that the incorrect diagnosis 
and treatment were responsible for his disfigurement and 
injury, and clearly gave him the right to a pension. 


Group II.—Where it is open to question how far war 
service may have caused or aggravated the condition 
for which a pension is claimed. 


While in the first group in the great majority of cases a 
definite answer can be given to the question, “Is the 
disease. attributable to war service ?.” such is not the case 
in the group now under consideration, for it comprises 
conditions such as eczema, psoriasis, and lichen planus— 
that is, dermatoses the cause of which is unknown or 
imperfectly known, of. which eczema forms the most 
important group. 

When considering these forms of disease, the assessor is 
in a position of some difficulty; being uncertain of the 
cause, he cannot absolutely determine the relationship 
between war service and disease. He must nevertheless 
be prepared to answer two questions: first, if the condition 
arose during service, is it attributable; and, secondly, if it 
existed prior to this, how far has service aggravated it? 


It would seem just to decide when a man has developed. 


one of these complaints for the first time during service 
that the disease should be held as attributable, and in the 
case of seborrhoeic eczema this is especially true. It will 
be remembered that this condition has a peculiar distribu- 
tion, selecting by preference the hairy regions—the scalp, 
beard, moustache, pubis, and axillae—while not infrequently 


it is also found in the flexures. Strictly speaking, it is not - 


a true eczema but an eczematization—that is to say, an 
eczema process grafted upon a pre-existing dermatosis. 
Seborrhoeic eczema was pronlianty prevalent among the 
troops in France, so much so that it would seem to be 
directly connected with the conditions of army life there. 


Different explanations have been put forward to account. 


for this prevalence—for example, an acidosis or a vitamin 
deficiency. But whatever the explanation may be, the 
fact of its prevalence remains, and this is shown in such 
statistics as are available. Thus, out of 1,786 cases 
admitted into No. 25 General Hospital during April, 1917, 
seborrhoeic eczema accounted for 226 cases, scabies for 
571 cases, and ecthyma for 624 cases. It ranks third after 
two recognized infections, and is far above the 55 cases of 
psoriasis and the 34 cases of true eczema admitted during 
the same period. 

But eczemas, of whatever class, have a feature in 
common: they appear, disappear, and reappear, and once 
established there is a liability to subsequent attack. If 
we regard eczema as a disease due to external causes, this 

- behaviour is difficult to explain. If, on the other hand, 
we look upon eczema merely as a symptom of some under- 
lying dyscrasia—a view which is not unsupported by facts 
—then may we not conclude that the abnormal state, of 
which tlie eruption is only a part, has resulted from a con- 
dition attributable to service? Such a conception raises 
considerable difficulty because we have no means of 
judging of the presence or absence of this dyscrasia apart 
from the eruption. In taking into consideration the ques- 
tion whether aggravation has passed or not, this view 

_ becomes of especial importance, both in cases where 

eczema developed for the first time during service and 
where it had previously existed in civil life. Should it be 

held that after complete effacement of the eruption and a 

period of freedom, the disease has ceased and aggravation 
has passed? I think this view is not necessarily correct, 
and consideration of a different condition may serve to 
illustrate my meaning. In chronic bronchitis we know 


that the cough appears in winter and disappears in | 


summer, and that this sequence of events recurs year after 
ar. Here the symptom—the cough—only becomes mani- 
est as the result of certain circumstances obtaining during 
the winter months, but the causal condition is neverthe- 
less permanent, although the symptom is intermittent. 


No one, I think, in such a case would hold that aggrava. 


tion has passed in summer because the cough has dig. 
appeared. Should we not regard eczema as an analogoug 
state in which the objective condition—the eruption—only. 
appears from time to time as the result of some external 
or other factor ? 

These views are admittedly controversial, and as such 
I present them. If completely accepted, the case of the 
pensioner might thereby be considerably weakened, for it 
could be held that the underlying cause existed prior to 
military service, and that the symptom—the eruption— 
only appeared in consequence of certain aggravating 
circumstances. This would amount to admitting specula- 
tion into the domain of fact, a process open to the most 
serious objection. The rule, therefore, of conceding that 
any first attack is attributable to service, and that skin 
disease known to have existed during civil life and 
reappearing in consequence of service has been aggravated 
by it, seems equitable and just. ‘ 


Grovp III.— Where the condition should not be attributed 
to war service. 


In this third group are included conditions such as acne 
vulgaris and self-inflicted eruptions. Many youths of from 
18 to 20 years entered the army. At such an age-period 
acne commonly appears, and, as would be expected, did 
appear in a certain number of young soldiers. There is, 
however, not a vestige of evidence that the circumstances 
of military life contributed in any way to cause this affec- 
tion. It would therefore seem that such persons are 
disentitled to any pension on account of this particular 
disease. 

The self-inflicted eruptions are of two classes: First, 
those where some genuine condition exists which is aggra- 
vated purposely and knowingly by the person suffering 
from it. Thus an individual with, for example, a slight 
degree of eczema, may scratch or irritate it and so cause it 
to remain active or even spread. The detection of this 
procedure is peculiarly difficult. An expert seeing such a 
condition decides from his experience that cure should be 
effected by ordinary measures in a comparatively short 
time. If, therefore, there is in such a case a history of 
long-continued disease, he would be led to suspect that 
some manceuvre is being carried out with the intention of 
prolonging the duration of the complaint. 

The diagnosis of the second class is sometimes obvious, 
at other times extremely difficult. Here an eruption is 
produced by acids, alkalis, or other similar substances, and 
this, when cleverly done, closely mimics disease. Never- 
theless, the eruption is never quite true to type, and in 
producing it sharp angles or straight lines are often made, 
phenomena never found in genuine disease. To confirm the 
suspicion it may be necessary to admit the individual into 
hospital, where he can be kept under close observation. If 
this is done, some opportunity should be taken to search 
for any deleterious substance, as the discovery of this will 
assist in establishing the diagnosis. In this connexion it 
should be remembered that skin disease, even of long 
standing, may at times clear up without obvious reason, 
and the chance of this happening is considerably favoured 
by admission into hospital. Self-inflicted injuries of the 
skin are also occasionally met with in hysterical subjects. 
Such persons usually display other signs of a neurosis, and 
cannot be held entirely responsible for their acts. There- 
fore, although the medical practitioner may believe that 
fraud is being practised, only rarely will he be in possession 
of such evidence as is necessary to prove this belief 
completely. 


DISCUSSION. 

Dr. Cranston Low (Edinburgh) said that the question 
of skin diseases in pensioners was always a difficult one. 
If a man developed a skin disease such as psoriasis for the 
first time while on military service, nothing would convince 
him that it was not due to service, although a certain 
number of men would develop psoriasis in any case, and 
military service could not invariably be held responsible. 
He remembered one case in particular where a man’ was 
vaccinated on joining the army, and a fortnight later 
developed a spot of psoriasis on the vaccination area, 
whence the disease subsequently spread all over the limbs 
and body. In that case he considered that the disease was 
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: he probably would not have been re- 
pets liad he not Fined the army. Each case must 
be considered on its own merits. Those cases which gave 
the most difficulty were those in which the men did not wish 
to get well. It was quite easy for these men to scratch 


tothe dealt with and a correct opinion formed as to the 


ia oh nsion was to admit him to a pensions 
hospital, be watched and suitable general 


and local treatment carried out. 


/ Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL 


TREATMENT OF NARCOMANIA., 
Tue old-fashioned method of treating the morphine habit 
by cutting off the drug and leaving the patient to fight it 
out by himself has rightly fallen into disuse. It was 
barbarous and had little to recommend it. Nevertheless, 
one occasionally comes across a patient who may be 
treated in this way with benefit to himself, as the 


following case shows : 


_F. came to me for treatment for heroin habit; 
anus Moth addicts, and had taken the drug for about five 
years. They used to inject each other in the back, and took 
about 25 grains daily, but Mr. I’. informed me he never gave his 
wife as much as she thought, and probably she never had more 
than 8 or 10 grains, except when he was away and she gave 

e injection. 

pores them both on exactly similar lines, except that 
whereas it took three weeks to get Mr. I’. off the drug, Mrs. F. 
never had a dose of heroin or morphine after she came under 
my care. I found that she remained fairly comfortable under 
the usual sedatives and hypnotics; consequently I did not give 
her any of the drug the first morning, and from then until the 
end of the treatment it was never necessary to give it. 

Mrs. F’. really suffered less than her husband, whose dose was 
gradually reduced. Her chief symptom was a feeling of ex- 
treme weakness and a certain amount of restlessness, but she 
never showed signs of collapse, as is usual when morphine is 
suddenly withdrawn. 


It is sometimes possible to withdraw the drug at once 
in cases of short standing—a week or two—and I have 
treated several cases of chlorodyne habit by the imme- 
diate withdrawal of the drug without the patient suffering 
much, but this is the first long-established case of heroin 
or morphine habit that I have had in which immediate 
withdrawal was possible. It seems to suggest that it is 
worth while in some cases to try withholding the drug 
during the first twelve hours, and, if the patient remains 
comfortable, to continue to withhold it throughout the 


treatment. 
Paignton. SranrorD Park, M.B., Ch.B, 


A CASE OF FIBROSIS OF THE LUNG. — 
Frerosis of the lung is not very common, and the following 
well-marked case in a man, aged 50, may be of interest: 

The patient had had influenza when in the army, and 
had spent three months in hospital. He complained 
now of shortness of breath, but he had no cough nor 
expectoration. His general condition and co'our were 

ood. 
° The right side of the chest was contracted in front and 
there was a compensatory lateral curvature. The per- 
cussion note was dull over the right upper and middle 
lobes in front, and was absolutely flat from the apex to the 
base behind, and in the axilla. ‘There was marked increase 
of vocal fremitus, and also marked increase of vocal 
resonance. There was slight air entry at the rane apex, 
but air entry was abolished over the rest of the lung. 
There were no adventitious sounds. The air entry and 
breath sounds (without adventitious accompaniments) were 
exaggerated in the left lung. The heart was dragged over 
somewhat to the right, and there was an aortic systolic 
murmur at the base. Tophi were present in the ears, and 
there was a history of gouty pains in the feet, accom- 
panying a long history of beer drinking. The ¢-ray 
picture showed marked striation in the right lung, but the 


picture was not nearly so helpful as the physical signs. | 


The stethoscope is still, in my opinion, the best friend of 
the physician. 

A diagnosis of malignant growth had been made in 
this case, but this was negatived by the history of fairly 
good health for the past three years, and by the fact 
that the man was of good colour and well nourished. 
These conditions were also against a diagnosis of fibroid 
phthisis (pulmonary tuberculosis), while cough and sputum 
were also absent. There was no history of syphilis. The 
diagnosis finally made was that of simple fibrosis in a 
gouty subject, probably brought on by a quiet non- 


_ tuberculous pleurisy during the attack of influenza. 


T. M. Auuison, M.D. 


Newcastle-upon-Tyne. 


SELF-INFLICTED RUPTURE OF SMALL INTES- 
TINE CAUSED BY REDUCTION OF A NON. 
STRANGULATED INGUINAL HERNIA. 


Traumatic rupture of intestine, though rare, is a well- 
recognized condition and is usually due to a crushing 
violence or severe blow. The case here described—that of 
rupture of the small intestine producéd during the reduction 
of an inguinal hernia—seems sorare as to be worth recording. 
The case is noteworthy, too, in that the patient himself 
produced the injury. - 


A. T., aged 52, was admitted to the Leeds Infirmary on Sep- 
tember 10th, 1921, about 4a.m. On admission the patient was 
collapsed and complained of very severe abdominal pain. He 
stated that for the last six months he had suffered from left 
inguinal hernia. He had not worn a truss, and the bernia had 
given him little trouble and was always easily reduced when it 
came down. On the night before admission, about 9.30 o’clock, 
the hernia had come down and he had made several unsuccess- 
ful attempts to reduce it. He then used some considerable 
force, when it went back and he felt as if ‘‘ something had given 
way inside him.” Almost immediately afterwards he had 
severe abdominal pain accompanied by vomiting, which con- 
tinued and which he stated contained blood. The pain got 
worse aud almost unbearable,and he sought admission into 
the infirmary. 

On examination the patient was collapsed, with a subnormal 
temperature and a thin quick pulse. There were generalized 
abdominal rigidity and tenderness, both of which were more 
marked on the left lower abdomen. ‘Two fingers could be 
passed into the left inguinal canal, but there was no hernia 
present. It was thought that probably the patient had reduced 
en masse a strangulated hernia, and it was decided to operate. 
I opened the abdomen through the lower part of the left rectus 
musc'e aud found that the peritoneal cavity contained a large 
quantity of turbid, greenish, and slightly offensive fluid. A coil 
of inflamed small intestine presented, and on tracing this down 
about 8 in. a perforation of the gut was disclosed, and below 
this was a slight constriction of the gut.. The aperture was 
situated close to the mesenteric attachment and was transverse; 
it was about lin. long and gaped. Semi-liquid faeces exuded 
from the tear. This was sutured aud the peritoneal cavity 
gently swabbed out. A large drainage tube was inserted into the 
pelvis and the wound rapidly closed. The patient was extremely 
ill and was sent back to bed, where he was propped up and 
salines given. He never rallied, however, and died the same 
morning, about four hours after operation and eleven hours 
after receipt of the injury. 


Dr. Gleave performed a post-mortem examination and 
reported as follows: 


‘“‘There is an early acute generalized peritonitis. The coils 
of gut are injected and covered with a little coagulated lymph, 
and there is a very small amount of turbid-free fluid. Three 
and a ha'f feet from ileo-caecal valve the small intestine has 
been sutured for part of its circumference ;. the suture line is 
intact. On the left side is a large inguinal hernial sac; its 
neck admits two fingers, but sac is much larger below where 
it enters scrotum. Examination of other organs shows nothing . 
< note beyond some toxic changes and congestion of liver an 
ungs. 


Mr. James Berry and Mr. Giuseppi, in a paper read 
before the Surgical Section of the Royal Society of Medicine 
in October, 1908, made an analysis of 132 cases of ruptured 
intestine which had occurred in ten London hospitals 
during the previous fifteen years. The type of injury 
causing the rupture was as follows: Run over 51, squeeze 
or crush 24, blow 23, kick 16, fall 11, reduction of hernia I, 
uncertain 6. In the case of reduction of hernia mentioned 
the rupture was due to a mass of lead falling on the 
scrotum. 

I am indebted to Mr. Walter Thompson, F.R.C.S., for 
permission to publish this case. : 


P. J. Mom, M.C., M.B., 
Resident Surgical Officer, General Iafirmary, Leeds, 
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ARABIAN MEDICINE. 
‘Tue history of Medicine, long neglected in Great Britain, 
‘has of late years shown a new vitality. Many are the 


distinguished physicians who are now devoting their 
time and abilities to this study, and not a few: consider- 


_-able pieces of work have been done. The Fitzpatrick 


foundation of the Royal College of Physicians of London. 


has been of great-service in fostering this renewal, 
and to its encouragement we owe the remarkable book 
now before us.! Even before the war Oriental studies 
likewise have had a new birth; and the College made 
a@ very happy choice when on two successive years it 
called to this Chair Professor Browne, a Cambridge 
medical graduate, a Fellow of the College, and further- 
more one of the most eminent of Oriental scholars. 
The Lecturer says that, :Ithough the title of Arabian 
Medicine is convenient, Islamic Medicine would be a more 
_ descriptive name. The Arabic language, so he tells us, 
is nervous, virile, and rich, both actually and potentially; 
-the Arab mind is clear and positive, the people are acute 
and observant, and, before the deeper penetration of 
.Greek learning, they already possessed a fairly copious 
anatomical vocabulary. Nay, as Dr. Withington says on 
the Arab conquests of the seventh century, a Byzantine 
emperor was astonished to find that the right of collecting 
and purchasing Greek manuscripts was among the terms 
dictated by a victorious barbarian, and that an illustrated 
copy of Dioscorides was the most acceptable present he 
could offer to a friendly chieftain. Yet even “Islamic” 
Medicine would not be quite a fitting title? Islam, a 
narrow and hard religion, did nothing to aid, if it did 
not restrain the liberal arts; moreover we have to include 
in our survey Nestorians, various and versatile Syrians, 
Persians with their long imaginative history, and not 
least that people of marvellous gifts, the Jews. And, as 
great travellers and traders, the Jews carried their culture 
far and wide. 

Before the time of the Abbasids physicians were few; 
the golden age of Arab Medicine was during the great 
Caliphate of Bagdad—say, 750-850 a.p. Greek learning 
then streamed into Islam, and flourished abundantly. 
Huge collections of MSS. were gathered and translations 
made from Greek and Syriac into Arabic, the learned 
tongue of Islam. All this civilization, and nearly all 
these precious records, perished in the sack of Bagdad. 
Nevertheless we shall not: forget that, before Mahomet 
was born, the Nestorians had founded the celebrated 
school of Gondisapur, with its great hospital, the very 
sites of which, thanks to Mongols and Turks, are now 
hardly to be traced. . 

_ We may naturally ask what relics of Greek medical 
and other culture may have survived in and after 
Alexandria. The Lecturer seems to think practically 
nothing ; the burning of the library was three centuries 
before Mahomet: still there remained the tradition, 
slender enough perhaps, which went back from Bagdad 
to Gondisapur, thence to Edessa and Antioch, and so 
to Alexandria. But the Arab conquest was over a much 
latinized Africa. Certain anatomical diagrams may, in 
Sudhoff’s opinion, be traced back to Alexandria. This 
may well be, for in more than one instance such draw- 
ings are plausibly referred to a still greater antiquity. 

But these are points of curiosity; manuscripts were 
then abundant, from Gaul to Asia Minor; and the 
translators were busy. The story of these translations 
from the Greek was well told by Renan; how through 
Latino-barbaric, Syriac, Arabic renderings of the unhappy 
Greek originals, carrying the aroma of the cask, if too 
often little more, yet threw their brilliant reflections over 
the farther east. And the choice of authors was fortunate; 
perhaps we ought to say discreet; the works of Hippo- 
crates, Galen (Professor Browne pays due tribute to Max 
Simon’s recovery, and admirable edition, of seven Books 
of Galen’s anatomy, lost in the Greek but preserved in 

“the Arabic), Dioscorides, Paul of Aegina, Alexander of 


1 Arabian Medicine; being the Fitzpatrick Lectures delivered at the 

Royal. College of Physicians in November, 1919, and November, 1920. 
“By E. G. Browne, M.B., F.R.C.P. Cambridge: The University Press, 
1921. (Demy 8vo, pp. 145; one illustration. 12s. net.) 


Tralles, Oribasius, and so on. Compilations, such ag 
Oribasius and Paul, were probably then more useful thay 
original works of more limited scope. The Lecturer illug 
trates by a few examples, as he is competent to do, the | 
difficulty of detecting the exact meaning of many medica} 
terms disfigured by the clumsy and servile renderings of 
the motley translators. One of their devices, when a word 
or phrase was not understood, was simply to transliteratg 
it—as one might try to render a Greek word in English 
letters. When such a process has gone, with its blunders, 
through two or three languages, none perhaps having 
fitting symbols for the particular meanings, the result, 
may be imagined. It is fair to remember however, whils 
we disparage these polyglots, that the translations were 
made for a polyglot people; the translator had an eye to 
the native reader. Under the Caliphate, as beforetiine in 
Rome, some knowledge of medicine was expected of every 
educated man. 

Was Arab Medicine no more than a transfer? Professor 
Browne points out that to give a full answer to this queg. 
tion would call for an appalling extent-of research into 
voluminous and largely unpublished works. We may be 
thankful to hear that he is. himself engaged upon aa 
edition of Rabban’s Paradise of Wisdom. Rabban says: 
“He who perpends this book. with’ understanding re. 
sembles one who wanders in fruitful and pleasant gardens, 
or in the markets of great cities. ... But he who limits 
his knowledge of such gardens and cities to the contem- 
plation of their gates is as one who sees naught of 
them. ... But he who masters this book . ..” and so on, 
Dr. Browne considers that in its later periods Arabian 
Medicine did attain to some independence of judgement 
and distinction. At least, the Arabs constructed an effec. 
tual eclectic synthesis. It is admitted that Arab chemists 
had some considerable share in the advance of their 
science; and in philosophy they deviated so far from 
Aristotle—for worse rather than better, it is true—that for 
a while in Padua two chairs coexisted, the one to teach 
the Greek Aristotle, the other the Averroistic! For Hales 
and Bacon the Arabs had become “ philosophi antiqui.” 
Here we come upon the perennial error of teaching of 
philosophy and logic as abstract studies unattached to 
things natural and humane. But we are travelling out 
of our subject. ‘ 

The Lecturer finds no indication of any qualifying 
examination until early in the tenth century; indeed 
there seems to have been no dissection, even of apes, 
Arab society protected itself by the regulation that, before 
practising on the faithful, the tiro must operate success- 
fully on three unbelievers. 

As to doctrines, one may observe in the citations given 
traces, or more than traces, of humoralism, methodism, 
and pneumatism. 

When he came to deal with persons the multitude of 
Arab writers was overwhelming; wisely therefore: the 
Lecturer, reluctantly omitting Spain altogether, selected 
for individual notice four, from the century 750-850 a.p.— 
the “Big Four” we may call them: namely, (1) Ali ibn 
Rabban, the master of Rhazes, and author of the»Paradise 
of Wisdom. This work contains much on climate, and on 
drugs and poisons. Also some pathology interesting as 
the earliest attempt. (2) Rhazes, the chief physician of 
the great hospital in Bagdad. Him the Lecturer puts 
first; at any rate as a clinical physician. Enormous in 
volume, and in great part unpublished, as are his works, 
yet enough is available to bear witness to his preference of 
good clinical material to crude speculative physiology — 
and pathology. The Lecturer gives us some specimens of 
able and experienced diagnosis, and of a nosology free 
from marvels. To his farther credit, Rhazes selected 
for discussion cases which puzzled or baffled him. In 
one of these cases we shall sympathise with the learned 
Arab when he balances in opinion, and really very ably, 
between abscess of the kidney and malaria. (3) Haly 
Abbas: whose Liber Regius Dr. Browne regards as a 
“noble thesaurus,” admirably arranged, practical, and even 
critical, in spirit. It held the field until the predominance 
of the wellknown Canon of (4) Avicenna. Even to this 
day, it appears that Avicenna holds in the Orient the 
kind of place that until the seventeenth century Galen 
held in the West. 

Such in faint outline is the book in which the Adams 
Professor, with great skill in the handling of his remote 
and abstruse subject, and with profound learning, has 
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the features of Arab medical history. It is 
ron to heat font him that inaccessible and occult as the 
sources are, modern historians, of whom Withington, Pagel, 
Neuburger, and Garrison are mentioned, have given 
accounts of Arabian ‘Medicine which are accurate and 
conclading words are that, while communing 
with the minds of these old Arabian and Persian physicians, 
he has realized the solidarity of the human intelligence 
beyond all limitations of race, space, or time; and the 
nobility of the great profession of Medicine. 2 


takes at least ‘Ath 

ne has said that i es a y years for 
— aera to become known, and usually the piece of 
knowledge in question has been forgotten and rediscovered 
in the interval. The volume entitled La Cure de Bouchardat 
et le Traitement du Diabéte Sucré? comes opportunely to 
remind us of this fact. Professor Raratéry expounds the 
treatment of diabetes as laid down’by the eminent French 
physician Bouchardat in a series of publications extending 
from 1858 to 1883. The greater part of the book consists 
of extracts from these writings, and it is indeed remarkable 
to find facts, many of which have been acclaimed as recent 
discoveries, stated by him with no uncertain voice fifty 
years ago. It is true that ideas on the pathology of the 
disease have changed since he wrote, but his principles of 
treatment agree in most respects with those of present-day 
authorities. He laid it down that glycosuria is the result 
of hypergl caemia, which in turn is due to excess of 
carbohydrate in the diet. He established the carbohydrate 
tolerance in each case, and insisted that the urine of a 
diabetic patient must be kept sugar-free. His patients 
were taught to test their own urine and recommended to 
do so When anything, especially of a carbohydrate nature, 
-was to be added to the diet. He did not prescribe 
starvation days, but he uttered many warnings against 
excessive eating, particularly against an excess of protein, 
and recommended that green vegetables should form a 
large part of the patient’s diet. This is all the more sur- 
prising when we remember that at the period at which he 
wrote, and for many years after, the treatment of diabetes 
‘consisted mainly in giving as much meat and fat as the 
patient could swallow. Again, when he discusses alkaline 
‘medication and the use of sodium chloride, his conclusions 
are essentially the same as those of the most modern 
exponents of the subject, though, owing to our different 
conceptions of pathology, his reasoning might not always 
be accepted. Professor Rathéry gives a summary of 


modern treatment, noting the additions and amplifications 


made since Bouchardat wrote. Of these the chief is the 
principle of alimentary rest and the more exact prescription 
of the quantities of carbohydrate, protein, and fat which 
modern science enables us to make. Bouchardat does not 
seem to have realized the connexion between the ingestion 
of fat and acidosis. Professor Rathéry, not unnaturally, is 
biased in favour of his author, and is inclined to over- 
émphasize his points. This does not, however, detract 
from the value of his work in bringing Bouchardat’s 
teaching before a new generation. 


Turning to modern times, the masterly monograph on 
Total Dietary Regulations in the Treatment of Diabetes, 
in the production of which Dr. F. M. Atten has been 
associated with Drs. E. Stinuman and Firz, will 
be welcomed by all who have diabetics under their care. 
It is a thick volume in which every detail of management 
is given, while the principles which govern the treatment 
are not lost sight of fora moment. About half the book is 
given ‘up to records of patients, and, unlike many such 
documents, Allen’s case records have real practical value. 
The reader can match them with cases from his own 
experience, and he can see exactly what was done and note 
the result. The first chapter is an interesting summary of 
the history of diabetes from the earliest days to the present 
time. Allen and his colleagues show how the work of 
different observers, more especially in the last fifty years, 


2 La Cure de Bouchardat et le Traitement du Diabéte Sucré. Par 
F. Rathéry. Paris: Félix Alcan. 1920. (Demy 8vo, pp. 276. Fr. 8.50.) 

8 Total Dictary Regulations in the Treatment of Diabetes. By F.M. 
Allen,-M.D., Edgar Stillman, M.D., and Reginald Fitz, M.D. New 
York; The Rockefeller Institute for Medical Research. 1919. (Sup. 
roy. 8vo, pp. 652; 62 charts. 4.50dols.) - 


has led up to the present conception. Under-nutrition 
and fast days were im vogue before, but with Allen rests 
the merit of having systematized and placed on a firm 


foundation the principle of alimen rest. Important 
| chapters are those on exercise and weight. The 


authors insist that exercise can only do harm in severe 
diabetes, although in mild cases it is of benefit. Tolerance 
is closely related to body weight—the higher the weight 
the lower the tolerance. Therefore in severe cases the 
weight must be kept below normal. Can the downward 
progress of the diabetic patient be arrested? Allen has 
shown that in many, even of the severest cases, it can be 
considerably delayed, and though it is too soon to speak 
with certainty, he believes that by strict attention to the 
principles of treatment the disease can be kept in check. _ 


The carrying out of such treatment as is laid down by 
Allen is apt to seem a complicated matter to the patient, if 
not to his doctor. Fortunately for both, Dr. Cammincr’s | 
Diabetic Dieting and Cookery‘ is an excellent guide to the 
muc ous wor openin 
are intended to explain to the patient the peinaieied of the 
diet in health and disease. Other chapters, such as that 
on the estimation of sugar in the blood, seem to be meant 
rather for the physician. The dietary tables are of the 
_— assistance to the patient. The only disadvantage 
rom the physician’s point of view is that the foods are 
measured in “rations”; and since a “ration” varies in 
weight according to whether it is composed of protein, 
carbohydrate, or fat, the result to the physician, who is 
already struggling in his own mind with ounces and 
grams, is somewhat confusing. For the patient, who, as a 
rule, is not troubled with too extensive a knowledge of 
other measures, all is well. The defect, if defect it be, is 
not of great importance and is amply compensated by the 
mine of information in the book. We congratulate the 
author on a work which should prove useful to patient and 
doctor alike. 


NOTES ON BOOKS. 

MANY. members of the medical profession and other 
biologists, while anxious to obtain a general but accurate 
view of the principle of relativity, experience great diffi- 
culty in forming a conception of it, owing partly to the 
inherent difficulty of the subject, partly to the mathe- 
matical treatment to which it is usually subjected. To 
such the monograph by Mr. E. CUNNINGHAM, of St. John’s 
College, Cambridge, entitled Relativity, the Electron Theory, 
and Gravitation,® may be commend The object of this 
book, the first edition of which was published in 1915, is to 
set out as clearly and simply as possible the relation of 
the principle of relativity to the generally accepted electron 
theory. At that tinte it did not seem possible to arrive at 
any confirmation from observation, but since then it has 
been shown that the new theory explained the motion of 
the perihelion of Mercury, and the observations during the 
solar eclipse are held to have clinched the matter. The 
treatment of the subject is necessarily largely mathe- 
matical, but generalities are clearly set out. In the early 
part the exact way in which our fundamental notions of 
space and time have to be modified is considered; the 
ideas of momentum and energy are next discussed, and 
it is shown that some very important conclusions as to the 
mechanical relations of systems can be drawn without 
having recourse to any particular theory of the nature 
of an electron or of the way in which matter is built up 
out of them. As the author says, our growing sense of 
the insufficiency of the existing pictures of the constitu- 
tion of matter makes this a very important consideration. 
The book concludes with an illuminating comparative 
survey of Newton’s theory of dynamics, of the two 
stages of Hinstein’s speculations, and of Weyl’s theory. 


The new part of the Old-Lore Miscellany of Orkney, 
Shetland, Caithness, and Sutherland, published by the 
Viking Society (Burlington House), is stated to be the 
issue for the year 1916. It is in the main for specialists, 
but contains the beginning of a journal of another expedi- 
tion made by Dr. Edward Charlton of Newcastle-on-Tyne 
to Shetland; this instalment, however, is concerned 
almost entirely with the voyage from Leith to Lerwick. 


4 Diabetic Dieting and Cookery. By P. J. Cammidge, M:D.Lond. 
Lon‘on: University of London Press. 1920. (Demy 8vo, pp. 231. 


10s. 6d.) 

5 Relativity, the Electron Theory, and -Gravitation. By E, 
Cunningham, M.A. Second edition. Longmans, G 
1921. (Med. 8vo, pp. 148. 10s.6d.neé.) ~~ 
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THE PREVENTION OF VENEREAL DISEASE. 


APPLIANCES AND PREPARATIONS. 


London Hospital Catgut. _ 

;DuRING the war difficulties in the supply of surgical catgut 
were encountered at the London Hospital, and from the 
successful solution of these difficulties has developed a business 
of preparing in the hospital surgical catgut from the first stage 
\to the last, not only for its own use, but through its agents, 
iMessrs. Allen and Hanbury, for the open market. A staff of 
‘over thirty persons is employed; they work in a special block 
of the hospital buildings and wear sterilized gowns and masks ; 
‘suitable antiseptics are freely used for their hands (this was 
‘found to be preferable to the use of sterile rubber gloves), and 
‘the floors, wal!s, and appliances in the different rooms are 
‘scrubbed with antiseptics from time to time. The sheep’s 
| intestines, from which the gut is made, are received straight 
from the carcass; they are split and prepared in several pro- 
cesses, carried out in separate rooms and departments. The 
strands are thoroughly sterilized in the ribbon, then spun to the 
‘required size and sterilized again, and hardened by a special 
‘process which is stated to. be a great improvement on the 
‘chromic process. The gut is next placed in appropriate lengths 
jin glass tubes, and a further prolonged preparation in biniodide 


solution is carried out. An alcoholic solution of biniodide is 


‘then drawn by a vacuum process into the tubes, which are 
sealed, and are now ready for the market, with or without the 
attachment to the catgut of the Souttar needle, which was 
recently described in our columns (July 30th, 1921, p. 156). 
‘Perhaps the greatest advantage of this hospital-prepared catgut 
is that, as it is frequently tested by the hospital bacteriologists 
‘and ee, used in the hospital, a constant control is kept 
‘upon if and its method of preparation, into which, taking the 
‘essential properties of the catgut for granted, no flaw appears 
ito have been allowed to creep. 


THE PREVENTION OF VENEREAL DISEASE. 
[From A CoRRESPONDENT. | 


Tae recently issued annual report of the Chief Medical 
‘Officer of the Ministry of Health for the year 1920 contains 
‘an interesting section dealing with the prevention of 
venereal disease. 

| By the courtesy of Dr. E. Martin, Commissioner of 
| Health, Commonwealth of Pennsylvania, it has been 
possible to compare the medical measures adopted in that 
State with those enforced or proposed in this country. 
The Ministry of Health, supported by the National Council 


the recommendations contained in the Report of the Royal 
Commission, 1916. The principal recommendations of the 
report were: 

(a) Confidential registration of causes of death. 

- (b) Extension of facilities for diagnosis. 

(c) Organization by the local authority of means of free treat- 
j ment for all classes at convenient hours and under suitable 
conditions. 

* (d) Improved professional and public education. 

(e) A grant-in-aid of 75 per cent. of total cost incurred in 
approved schemes. 
: (f) Treatment in army and navy, Poor Law institutions, 
{ risons, etc. ‘ : 

(9) Prohibition of all advertisements of remedies and un- 

qualified practice. 
{ (h) Recognition by the Government of the National Council 
for Combating Venereal Diseases as an authoritative body 
for spread of knowledge. 

The work of the Department of Health of the Common- 
wealth of Pennsylvania is divided into three parts— 
| medical, educational, and law enforcement. 

' The most important difference in the British and 
American policy of controlling venereal disease is the 
absence of law enforcement by our Ministry; but there 
are in addition considerable and fundamental differences 
|in the medical policy, which will be considered later. It 
‘seems doubtful whether any policy based solely upon 
educational and medical measures can be effective in 
eradicating venereal disease, and certain facts which will 
be alluded to later support this conclusion. But law 
‘enforcement “directed to the limitation of the activities 
| of ptostitutes ” is a doubtful measure, for it is generally 
believed that venereal disease is spread by the amateur 


‘ more than the prostitute, especially prostitutes in regulated 


‘and controlled licensed houses. 


Efficiency of Clinics. 

{ The British report states that: “The number of treat- 
|ment centres now established is 191 (June, 1921), with 
,approximately 800 weekly sessions. In 120 clinics pro- 
‘vision is also made for the intermediate treatment of 
gonorrhoea, and several ‘ablution centres’ have been 
‘established for an experimental period.” 


| for Combating Venereal Diseases, has based its policy upon 


The tables giving expenditure of local authorities and 
grants paid by the Ministry, and the number of attendances 
in the Jasi three years at these clinics, show a rapid 
increase of both. Some authorities may have pointed 
with satisfaction to this increase of attendances. If it 
could be proved that these clinics were efficiently dealing - 
with the problem of venereal infection it would be more 
easy to justify on moral grounds, and for the sake of 
innocent women and children, an outlay of half a million 
of the ratepayers’ and taxpayers’ money in treating 


| (without discrimination of ability to pay) men and women 


who have in a large majority of instances acquired the 
disease by promiscuous sexual intercourse. There are, how-. 
ever, facts coupled with statements by the Chief Medical 
Officer in his report which show that these clinics on the 
whole are not efficient and cannot be made efficient in 
controlling effectively venereal disease. These facts are 
contained in the subjoined table given in the report: 


Duration and Effects of Treatment. 


Syphilis, Gonorrhoea.| Total. 


1. Number of persons’ dealt with | 105,619 87,792 193,411 
during 1919-1920 \ 


2. Number of persons who ceased 


to attend: 

(a) Before completing a course; 30,459 28,869 59,328 
of treatment ; 

(b) After completion of a course 9,350 6,481 15,831 
of treatment, but before : 
final tests as to cure 


3. Number of persons discharged 8,240 13,300 21,540 
after completion of treatment 
and observation . 


4. Number of persons who on! 47,894 28,822 76,716 
January Ist, 1921; were under 
treatment or observation 


These figures show that the total number of persons 
dealt:with is given as 193,411, but 2, 3, and 4 added together 
give a total of 173,415 only, so that about 20,000 persons 
are unaccounted for; some few of these may have been 
transferred to private clinics or have been treated, after 
the first attendance, at the private house of one of the 
medical staff; but doubtless by far the larger proportion 
were patients who feared they had venereal disease and 
were found not to be suffering with it. The table shows 
that 29 per cent. of the cases of syphilis and 33 per 
cent. of those of gonorrhoea ceased to attend before 
completing a course of treatment, and therefore, pre- 
sumably, in a large number of instances while still in- 
fective; if to these are added cases who ceased to 
attend before final tests as to cure had been applied, 
the total percentage of possibly infective persons is 40 per 
cent. Only 11 per cent. of the total number of persons 
treated completed treatment and observation. What per- 
centage of the 76,716 still under treatment and obser- 
vation would complete the cure was not known. 

These figures, regarded in the most favourable way 
possible, should not give much cause for satisfaction to the 
National Council or the Ministry of Health; and indeed 
there are indications that the Chief Medical Officer is 
aware of this fact. To justify a policy involving the 
expenditure of half a million of money, a sum which will, 
according to previous experience, increase with each 
successive year, a satisfactory explanation is needed. It 
is not surprising, therefore, to find indications of a change 
¢ peer in the future. On page 119 of the report it is 
stated : 


“Thirdly, it is extremely desirable that fuller arrangements 
should be made by the authorities for bringing the general 
medical practitioner within their schemes of treatment or 
education. It cannot be too clearly understood that the best 
way of dealing with most cases of these diseases is through the 
skilful private practitioner. For a substantial portion of this 
problem the public clinic should be looked upon as a temporary 
organization pending the time when the practitioner is ready, 
available, competent, and properly equipped to undertake 
effective treatment. Certain patients require hospital treat- 
ment, but the authority should not needlessly establish institu- 
tions, if and when the ordinary channels of medical practice 


are available and reliable or can be made so.”’ 


This, which is at present no more than a pious medical 
opinion, may be compared with the following practical 
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t by 
easures which have been adopted and carried ou 
ri Health Commissioner of the Commonwealth of Penn- 
sylvania: 

“ rtment of Health of the State of Pennsylvania 
BE soto sim ublic clinics for the treatment of venereal 
disease, over ion it has entire supervision, and for which it 
assumes all financial responsibility. In these clinics free treat- 
ment is given to those patients whose economic condition will 
not permit treatment either by private physicians or by clinics 
charging a fee. Upon entrance to clinics patients are ques- 
tioned as to their ability to pay for services. Those able to pay 
a private physician are referred to outside doctors who are 
registered with the clinics. If in a position to pay only a small 
sum they are referred to. hospital clinics which charge @ 
nominal fee. Indigent patients are treated free in the State 


clinics.”’ 


It will be observed that discrimination is shown in 
respect to free treatment. The practitioner registered 
with the clinic, is may be assumed, is ready to carry out 
efficiently the treatment for which he is paid by the 
infected person. As has been said, experience shows that 
under the system followed in this country a large per- 
centage of the persons discontinue treatment before it is 
completed, and therefore while still capable of spreading 
the disease. The health authority of Pennsylvania, fore- 
seeing this risk, has made the following regulations : 


‘“‘ When a patient discontinues treatment before he (or she) is 
cured or rendered non-infectious, the social service. worker 
follows up the case and sees that the patient returns to the 
clinic as long as the disease is in the infective state. This 
is accomplished first by sending him a notice to return for 
treatment. If this does not effect a return the clinic makes use 
of the legal machinery at the disposal of the Department of 

Ith.” 
arene diseased patients in the infective stage are 
subject to quarantine when, through neglect of treatment, 
habits, occupation, or failure to protect others, they are menaces 
to the public health.” 


In this country no legal measures of this nature can be 
taken with regard to the very large percentage of persons 
attending the clinics who discontinue treatment and dis- 
regard the warning they receive, or should receive, that 
they are still infective and a menace to society. f 

The following passage from the report of the Chief 
Medical Officer of the Ministry of Health indicates that a 
number of the clinics are not efficient: 


“Tam bound to advise that if the work of these clinics is not 
properly done—if it is.casual, superficial, or perfunctory—they 
should be disapproved by the Ministry. It is better to have 
only a few clinics well organized and scientifically controlled 
than a large number which are not thus administered.” 


The small percentage of persons attending the clinics 
who are discharged as certainly non-infectious, and the 
large percentage who do not complete a cure and are still 
infective, is explained if the service at a large number of 
these clinics is “ casual, superficial, or perfunctory.” But 
is it not the duty of the numerous venereal specialists 
employed by the Ministry of Health to see that these 
clinics are made efficient or closed down ? 

The report states: 


‘ “Whilst the venereal disease clinic has proved in practice the 
centre of treatment, it is but one part of the national scheme 
for dealing with these diseases. e other and more important 
part concerns prevention.” 

“Treatment and prevention are not easily separable, and, 
indeed, they should not be separated. . . . Thus every clinic has 
direct preventive work to do.” 


But the report shows signs of dissatisfaction with the 
service at many of the clinics. Is it likely that ablution 
and irrigation will be efficiently carried out at clinics where 
the treatment is “casual, superficial, or perfunctory”? 
With regard to self-disinfection we are told: 


“The Ministry believe that thorough cleaning and skilful 
disinfection of the body immediately after risk of infection has 
been incurred tends substantially to reduce the likelihood of 
disease, but the Ministry are not prepared to recommend a 
general practice of self-disinfection apart from skilled advice 
and supervision. It is believed that, except under skilled con- 
trol, attempts at self-disinfection are likely. (i) to be ineffective ; 
(ii) to create a false security and thus an increase in promiscuity; 
and (iii) to lead to postponement of treatment, which: thus 
becomes more difficult and uncertain. It is impracticable to 
train the general public in effective self-disinfection by means 

f leaflets of instruction. What is required in all such cases 
8 not general directions for self-manipulation, but prompt and 
skilled advice.” 


Is this fear of failure, it may be asked, the sole reason ? 
Is it not in a great measure the same influence at work 
that interfered with prophylaxis being carried out efficiently 
in the services during the war—namely, the National Council 
and its supporters, which set out to combat venereal 
disease and still finds it increasing in spite of moral 
propaganda and curative treatment centres? Without any 
wish to dispute the fact that “skilled disinfection” as 
carried out by the American Army was efficient, it will be 
well to see what the Commissioner of Health of Penn- 
sylvania says about skilled disinfection in civil life: 

‘Immediate treatment (venereal prophylaxis) for those ex- 


goose to disease has been approved by the Pennsylvania State 
epartment of Health. Prophylaxis as used in the army by 


-means of stations is \genonion! in civilian life. Tubes con- 


taining material for self-disinfection are given the Department’s 
approval when, after tests, they meet requirements. The 
material usually employed is after the formula of Metchnikoff. 
The tubes are on sale in drug stores.”’ , 


Any unprejudiced person must see many grave objec- 
tions to trusting to disinfection stations to control venereal 
diseases effectively, even if these stations could be of 
guaranteed efficiency (1) by the quality of the personnel; 
(2) by the location and equipment; and (3) by being always 
open and ready, which would necessitate a shift of three 
attendants in twenty-four hours. A large number of people 
who have exposed themselves to infection would object to 
go to a public ablution centre. In most cases in civil life 
disinfection would be delayed, and in a large proportion it 
would be ineffectual owing to the time lost before it was 
possible to obtain skilled disinfection. The conditions are 
different in the services and civil life. A soldier or sailor, 
except when on leave, cannot stay out at night, and con- 
sequently skilled disinfection within a short time of 
exposure is possible; but a large proportion of civilians 
who expose themselves to infection could not, or would 
not, seek skilled disinfection till the next morning, and 
even if the locality of the station was favourable and its 
efficiency all that could be desired, nevertheless the delay 
would prevent skilled disinfection from disinfecting. So that 
from an economic and’ efficiency point of view the writer 
is of opinion that the Health Department of Pennsylvania 
has wisely adopted “self-disinfection” as one means of 
controlling venereal diseases. 

It is doubtful whether any medical measures alone can 
effectively control venereal disease. So long as large 
numbers of infective men and women are permitted without 
any restraint or disciplinary measures to be at large, 
infecting innocent women and children, the disease will 
remain uncontrollable. It is an extremely difficult pro- 
blem for the Ministry of Health, but practical measures 
rather than pious opinions and promises are required to 
control venereal disease and stop or allay its ravages. 


PROFESSOR RUDOLF KRAUS has left Buenos Aires to 
assume the directorship of the serum institute at San 
Paolo, Brazil. 


THE annual report of the Samaritan Fund and work of 
the Lady Almoner’s Department of St. Thomas’s Hospital 
for 1920 has just been published. The Samaritan Fund, 
which was founded in the year 1852, provides such adjuncts 
to hospital treatment as convalescent treatment, surgical 
appliances, temporary allowances, fares, and extra nourish- 
ment. Its assistance has always been of a most varied 
nature, the desire of the Governors of the Fund being to 
mitigate as far as possible the distress and misery that 
illness and disease are bound to bring into the lives of so 


_ Inany hospital patients. In order that the ideals of such 


a fund may be carried out considerable care is necessary 
lest the help afforded should tend to lessen the indepen- 
dence of the patient, and therefore, when help is required, 
the first source to be considered is the patient and his 
relatives, the Samaritan Fund merely subsidizing their 
contributions. In 1920 the patients’ contributions towards 
convalescent treatment and instruments amounted to over 
£2,984, part paid in direct sums and part by means of loans. 
At the end of the year, the report states, the outstanding 
loans only amounted to £38 11s., the whole of which would 
be gradually repaid, while bad debts came to the small 
sum of £7 6s. 2d. The total ordinary expenditure was 
£5,959. The Fund asks for financial help, convalescents’ 


letters, and free hospitality for hospital patients who, 


though not actually ill, need rest and fresh air; it is @ 
charity which is undoubtedly carrying on a very useful 
work and deserves support, fe 
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THE BOARD OF CONTROLS REPORT. 


In view of the unfavourable criticisms which have 


recently been directed towards asylum adminis- 
tration, the seventh annual report of the Board of 
Control, for the year 1920, is invested with more than 
usual interest. Tn this report the Board deal at some 
length with certain specific complaints relating to 
two or three asylums, into which special investigation 
was made. The inquiry was made before the pub- 
lication of Dr. Lomax’s book which has excited so 


‘much public interest, and which was recently re- 


viewed in our columns. In one instance the investi- 
gation arose out of serious allegations which had been 
brought to the notice of the Minister of Pensions by 
the members of a deputation (headed by Mr. B. 
Tillett, M.P.) who claimed to speak on behalf of 
ex-service men in Manchester. Allegations were 
made as to general conditions, diet, neglect, and 
harsh treatment of service patients, lack of 
proper surgical and medical attention, and wrongful 
detention. A legal and a medical member of the 
Board of Control, accompanied by Dr. R. Cunyng- 
ham Brown, Deputy Director-General of Medical 
Services, Ministry of Pensions, visited Prestwich 
Asylum, to which the allegations referred, and in- 
quired into the conditions under which the 268 
ex-service men then in the institution were treated. 
The investigations were exhaustive in character, and 
occupied two days, during which each of the service 
patients was interviewed and his bodily and mental 
condition considered. The conclusions of the Com- 
missioners, with which Dr. Cunyngham Brown 
entirely agreed, are summarized in the report under 
eight headings; they are reassuring in character. 
The complaints were not substantiated, and the 
patients were held to receive proper medical atten- 
tion and to be treated with kindness and consideration 
by the medical and nursing staff. 

The other investigation referred to in the report 
was the outcome of a severe criticism of the treat- 
ment of inmates of county asylums, appearing in an 
issue of Friend—a religious, literary, and miscel- 
laneous journal published by the Society of Friends. 
In view of the allegations made the Board arranged a 
conference with certain members of the Friends’ Ambu- 
lance Union, among whom were four conscientious 
objectors who had been employed as temporary 
attendants for one to two years during the war at 
two asylums, and from whom the allegations, re- 
peated at the interview, originally emanated. The 


‘complaints proffered were related to inadequate 


medical treatment, imperfect classification, failure to 
segregate tuberculous cases, bad feeding, poor and 
insufficient clothing, the use of cold baths for punish- 


‘ment, assaults upcn patients, unnecessary seclusion, 


and harsh restraint. In recording the result of its 
deliberations the Board expresses the opinion that due 
allowance was not made for the war conditions under 


which these asylums had to be worked while the com- 


plainants were employed there as temporary atten- 
dants. Perhaps the cogency of these observations can 
only be adequately realized by those who were respon- 
sible for asylums during the years of war. They were 


carried on under most unfavourable conditions, and - 
the stress of war was acutely felt. Having taken these 
facts into account, however, it is somewhat disquieting 
to learn from the further comments of the Board that 
the allegations were not devoid of foundation. The 
Board expresses its views as follows: “ The allegationg 
which were made and our inquiry served a useful pur. 
pose, for they brought to light certain deficiencies and 
undesirable practices, notably the practice at one of 
the asylums of giving (though not without medical 
orders) cold douches as ‘correctional treatment’ to 
certain patients who exhibited filthy and destructive 
habits, and were believed to know better. We entirely 
deprecate any form of ‘ correctional treatment’ where 
the insane are concerned, but of course approve of the 
considered use of hot or cold baths or douches ag 
purely medical treatment. We have communicated 
with the Visiting Committee of each institution on 
these matters, and have every hope that in the future 
there will be no cause for legitimate complaint.” 

That these investigations have served a useful 
purpose will be generally recognized. The Lunacy 
Laws are designed to afford protection to the insane, 
and the primary function of the Board of Control is 
to safeguard the interests of the certified patient. 
The Board has always been fully aware of its responsi- 
bilities in this direction, and its attitude has been one 
of vigilance where laxities or abuses are concerned. 
The asylum mechanism as a whole is constructed in 
such a way that, if strictly carried into effect, irregu- 
larities should be prevented or, if they occur, remedied. 
Ultimately, of course, the atmosphere of an institution 
depends upon the spirit which animates those who 
are responsible for its administration. This always 
will be so, and a proper atmosphere cannot be created 
by legal enactments, rules, and official mechanisms 
alone. 

It must be frankly recognized that the public 
asylums have not gained the complete confidence of 
the public. Every asylum physician is conscious of 
this, however efficiently his hospital may be adminis- 
tered, and his work is rendered all tho more difficult 
on that account. The factors which determine an 
attitude of mistrust towards asylums are extremely 
complex. Some of them are unavoidable, and such an 
attitude will tend to persist whatever internal reforms 
are undertaken. As a step towards the mitigation of 
this undesirable state of affairs it is satisfactory to 
read in the report of the Board that the bulk of the 
powers of the Home Secretary under the enactments 
relating to lunacy and mental deficiency have been 
transferred to the Minister of Health. The Board of 
Control thus becomes directly associated with the 
Minister responsible generally for the administration 
of measures dealing with the health of the community. 
On this important change the report contains the 
comment: “The Board anticipats that this step will 
not only result in considerable administrative advan- 
tages, but if may bring about a more general under- 
standing of the fact that the measures that have been 
taken for the care and treatment of the mentally 
disordered are in certain essential aspects akin to 
those which have to be provided in general hospitals 
and infirmaries ; and that it may help to dispel pre- 
judices which often arise against lunacy authorities 
and administrations, and which often affect injuriously 
patients under treatment or even after recovery.” 

The problems associated with the certifiable insane 
are only part of the wider problem of mental disorder 
as a whole. Outside the cases of recognized insanity 
there exists a large group of mental disorders—incipient 
psychoses, inadequate personalities, psychoneuroses— 
where hospital treatment is a matter. of - urgent 
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individual and social importance. Apart from some 
amendment of the Lunacy. Law, this treatment-cannot 
be given to the extent which is desirable. It is satis- 
factory to observe, therefore, that the Board hopes 
that a comprehensive measure for dealing with early 
cases of insanity without certification will be submitted 
to Parliament at the earliest practical date. Such a 
measure is long overdue, and it is earnestly to be 
hoped that the existing difficulties in the way of 
effective treatment may before long be removed. 

In considering any reform, especially at the present 
time, the financial aspect cannot be ignored. The 
report shows that the average weekly cost of maintain- 
ing the patients in the county and borough asylums 
for the year ending March 31st, excluding the cost of 
repairs, additions, and alterations, was 22s. 23d. <A 
table is given, which shows that during the six years 
—namely, from March 31st, 1914, to March 31st, 1920 
—the increase in the cost of maintaining the patients 
in public asylums amounted on an average to just 
over 100 per cent. In view of the heavy increase in 
the cost of maintenance of the certified insane, it 
may scarcely be possible at present to effect all the 
improvements in their treatment which are so 
eminently desirable. Many minor improvements are, 
however, possible at a relatively small expenditure, as, 
for instance, certain changes in the dietary, the neces- 
sity of which the Board of Control is impressing 
upon the Visiting Committees. It is certain that if 
the insane are to receive the benefit of that treatment 
to which they are entitled, the public will have to be 

repared to adopt in the future a policy more liberal 
than has hitherto been followed. Any money ex- 
pended upon clinics and research into the causation of 
mental disorder will, in the long run, be fully repaid, 
because upon its capital of psychic energy the 
prosperity of the community must ultimately depend. 


VACCINATION. 


In our issue of June 5th, 1920, we based some 
comments on the types and prevention of small-pox 
upon an instructive paper by Colonel W. G. King 
printed in the Transactions of the Society of Tropical 
Medicine and Hygiene. The Tropical Diseases Bureau 
has now issued an essay by the same author on 
Vaccination in the Tropics,'in which he provides a 
full and careful account both of the technique of 


vaccination and of the preparation of animal vaccine, 


including some notes on Noguchi’s method of puri- 
fication. This, the larger, portion of Colonel King’s 
essay will be of great value to all serving or intending 
to serve in the tropics, but the succinct statement of the 
case for vaccination which occupies some of the earlier 
pages will suggest to the practitioner at home season- 
able reflections. 

In his recently published annual report for 1920? 
Dr. Hamer makes some weighty remarks. “The 
question,” he says, ‘‘may be raised as to how long 
it will be possible to keep small-pox at the present 
low figure.” Under existing conditions there is, he 
considers, a constant risk that small-pox will strongly 
reassert itself, and assume a more prominent position 
than it does at present. “A glance at the world map 
of small-pox,” he continues, “ makes this self-evident. 
Small-pox is a world disease, and is very widely pre- 
valent.” He takes British India as an example, and 
points out that during 1918 there were 93,000 deaths 
from the disease, and that it is therefore probable that 


1 Vaccination in the Tropics. By W. G. King, C.1.E., Colonel I.M.S. 
London: Tropical Diseases Bureau. 1920. (Pp. 64; 5s. net.) : ; 

-2London County Council, Annual Rep%rt, vol. iii (Public Health). 
London: P.S. Kingand Son. 1921. (Pp, 8-9.) 


there were half a million cases; as it is more or less 
revalent in nearly the whole of the rest of the world, 
it is apparent that the total number of cases must 
reach a very high figure. “In this country, and 
especially,” he says, “in the metropolis, with its 
large influx of passenger traffic from all parts, not: 
only from the Continent, but also from the seaports ; 
of the Mediterranean and of the Eastern and Western | 
hemispheres—and foreign seaports are among the’! 
special breeding grounds of the disease—it can only | 
be hoped to put off the evil day of the “return | 
of small-pox as long as possible; under present! 
conditions it is not possible indefinitely to 
éscape what is in effect a universal scourge. The' 
case would be a very different one if general use were’ 
made of vaccination. Countries such as Holland and: 
the Philippine Islands have rid themselves almost 
entirely of small-pox and any scare of it by means of 
vaccination; but our population is largely unpro-. 
tected, and is yearly becoming more so. It is 
always liable to be attacked by the chance importa- | 
tion of a case into a neighbourhood where infection | 
will take hold and spread rapidly. This happened: 
towards the end of the year 1919 in a country district, 
where a mild and unrecegnized case led in a few weeks 
to 59 other cases, to the closing of all the elementary 
and secondary schools, and to the closing of the 
Sunday schools. Similar happenings have often been 
reported.” 

So far Dr. Hamer, and it would indeed be a work of 
supererogation to preach here the orthodox doctrine 
of vaccinal protection, but it may not be unprofitable 
to speculate how it comes to pass that one of the 
most philosophical epidemiologists of our day and one 
of the keenest critics of many orthodox medical 
beliefs has no doubts whatever upon the point. If the 
case against vaccination be examined it will appear 
that the arguments employed by different writers 
fluctuate violently from the highly general to the 
narrowly particular. Bishop Warburton said of the 
sceptic Bayle, ‘‘he whose business it is, to prove 
the negative, brings all his arguments from con-, 
siderations, which either affect not the gross body of 
mankind, or affect not that body, in Society: in a 
word, from the lives of Sophists or Savages ; from the 
example of a few speculative men far above the view. 
of the common run of citizens; or from that of a 
barbarous crew of savages much further below it.” , 
It will, we hope, be no discourtesy to rank such 
authors as Dr. Charles Creighton amongst speculative 
men far above the view of the common run of citizens. 
The epidemiological dcctrine of such men, based upon 
a profound study of the documents, is that decline 
of small-pox after the Jennerian epoch was but the 
unfolding of a secular evolution which began long 
before Jenner's century. First a disease mainly but’ 
not entirely of childhood and of low fatality, then 
a fatal disease of adults, then again of children, and, | 
in the later decades of the nineteenth century, once 
more a disease of adults. “It would be a not 
incorrect summary of the incidence of small-| 
pox in Britain to say that it first left the 
richer classes, then it left the villages, thea 
it left the provincial towns to centre itself in the, 
capital; at the same time it was leaving the age cf 
infancy and childhood.”* Som6 of these features have 
been observed in the secular evolution of diseases 
against which we do not pretend to immunize, 
Scarlet fever was once a mild disease, then it became 
deadly, again mild, then once more deadly, and in our. 
own generation it seems to be losing its powers of 
destruction—but not of infection—year by year. It 


5 Creighton, History of Epidemics in Briain. ii, 617. 


nd 

ng 

at 

he 

hs 

nd 

of 

al 

to 

ve 

ly 

re 

ne 

LS 

od 

yn 

re 

e, 

ig 

t. 

i- 

16 

1. 

n 

1. 

n 

Cc 


§70 OcT. 1921] 


PRESENT POSITION AS TO VACCINATION. 


about fifty years ago an anti-scarlet fever inoculation 
had been introduced, would not the statistical case in 
its favour have seemed overwhelming? The reason 
why epidemiologists neither unmindful of the impor- 
tance of history nor lacking the historical sense are 
left cold by this argument is really contained in 
another sentence of Dr. Hamer’s report: “It is the 
special risk of small-pox that it cannot be foreseen or 
calculated against beforehand, either as to time of 
attack, extent of attack, or as to expense.”’ In scarlet 
fever, in diphtheria, and even in influenza, there is an 
internal continuity of the successive events, Epi- 
demics of small-pox have been capricious, and, far 
more distinctly than influenza, have justified the 
analogy of bringing a spark to tinder. 

If we consider the very large number of epidemics 
of scarlet fever, diphtheria, and small-pox which 
have been sedulously investigated during the last 
fifty years in this country, we shall be struck by the 
difference between the etiological results. In the 
two former diseases not only is the existence of an 
éndemic level obvious, but the immediate fons et origo 
of a local outburst has usually been quite inde- 
terminate, while serious and widespread prevalences 
have never failed to cast a shadow before. With small- 
pox the state of affairs has been utterly different. In 
nearly all outbreaks there has been little difficulty in 
ascertaining the point of origin, and, as Dr. Creighton 
recognized in the instances of the epidemics of 
1858-9 and of 1871-2, no general internal changes 
of the public health—such as often heralded an 
influenza—can be assigned. ‘The great epidemic of 
1871 and 1872,” he says, “ finds no better explanation 
than our neighbourhood to Germany and Belgium, 
where the mortality from small-pox was far greater 
than in Britain, and was doubtless favoured by the 
state of war in 1870-71.” When one recalls the 
apparent relation between the German outbreak and 
the introduction into Germany of large numbers of 
unvaccinated prisoners—the vaccinal state of the 
French was much inferior to that of the Prussians *— 
and the association between high prevalence of vac- 
cination and low prevalence of small-pox in nations of 
such different types as Swedes, Dutch, Germans, and 
Filipinos over a long period of years, it is very diffi- 
cult to avoid the inference that the secular evolution 
of small-pox in European countries is utterly unlike 
that of the other zymotics. 

Intelligent men who oppose vaccination, with less 
learning but not less honesty than Dr. Creighton, 
have attempted to strengthen the general or philo- 
sophical argument by resort to a multitude of par- 
ticulars, so that we get those violent fluctuations of 
which we spoke above. The following propositions 
are, we believe, common ground: (1) That the incidence 
of small-pox is lower upon the populations of well 
vaccinated states than upon those of ill vaccinated 
states; (2) that, measured upon large samples of data, 
the fatality rate of small-pox amongst those vaccinated 
is too different from that amongst unvaccinated to be 
attributable to the random fluctuations of chance; 
(3) that there is even a significant negative correlation 
between the fatality of small-pox and the extent or 
foveation of vaccinal cicatrices. If vaccination does 
really confer a protection to some extent against 
attack—to a still greater extent against death from 
the disease—all these results are intelligible. They 
are also intelligible if vaccination be a mere delusion, 
provided we adopt in each instance a special explana- 
tion. We may account for (1) by assigning the differ- 
ences to racial and cultural variations ; (2) might be 


4 Creighton, op. cit., p. 613. 
6 Hirsch, Geographical and Historical Pathology, i, 142. 


dependent. upon a correlation between mildness of 
attack, high proportion of vaccination, and superior 
economic status; (3) might be due to a correlation 
between a special physiological type of dermal struc- 
tures, intensity of vaccinal reaction, and mildness of 
disease when incurred, All these arguments have, in 
fact, been used. But what has not, we think, been per- 
ceived by their exponents is that they blunt Occam’s 
razor by multiplying hypotheses without necessity, 
“The minor species of preceptive sharpness,” said 
Bagehot, “is so different from diffused sagacity, that 
the two scarcely ever are to be found in the same 
mind. There is nothing less like the great lawyer, 
acquainted with broad principles and applying them 
with distinct deduction, than the attorney’s clerk who 
catches at small points like a dog biting at flies.” 

These we suppose to be the general principles of 
reasoning which are applicable to the case and explain 
the attitude of both philosophical and practical epi- 
demiologists towards the question. The profession 
has done its duty in this matter; no argument 
remains unused, and the future will show, not that lives 
which might have been saved will be lost, but whether 
the:e sacrifices shall be numbered in units, hundreds 
or thousands, 


THE PRESENT POSITION AS TO VACCINATION. 
Tue Ministry of Health has issued for official use a 
succinct report on “ Small-pox and vaccination,” based on 
records relating chiefly to England and Wales. It is lucid, 
non-polemical—an instructive and convincing statement of 
the main facts in the epidemiology and practice of these 
respective conditions. To the officials for whose use it 
has been ostensibly prepared it is for the most part a re- 
capitulation of facts already known, a basis for inferences 
already drawn, at once an implicit testimony to and indict- 
ment of those vaccination administrative arrangements 
which are set out with so colourless an impartiality almost 
to disguise the Ministerial responsibility on which they 
rest. Perhaps in no better form or more timely could 
there have been raised the issues with which this taking 
stock of the position confronts us. We are reminded 
at the outset that small-pox, one of the most in- 
fectious diseases, is always present in some parts of . 
the world, and may at any time be introduced into 
England from abroad. We are always liable to occurrence 
of cases of small-pox, and it is never possible to say when 
or where the next outbreak will occur. ‘ When small-pox 
breaks out it visits with strict impartiality healthy and 
unhealthy districts, and the incidence of attack and death 
falls on rich and poor alike subject only to one condition— 
the absence or the presence of the protection afforded by 
vaccination.” It is reasonable to infer, therefore, that 
neglect of this one crucial condition would place us in 
relation to small-pox very much in the position of our 
ancestors in pre-vaccination days. The report gives avery 
interesting analysis of the state of the respective popula- 
tions in relation to small-pox attack in the towns of Ware, 
Chester, Warrington, and Kilmarnock in the eighteenth 
century, illustrative of the statement that “ in this couatry 
in pre-vaccination days it was accepted as an established 
fact that everyone would suffer attack by small-pox at 
some period of his life, and that the date of this attack 
depended upon opportunity of infection afforded by recur- 
ring periodic prevalence of the disease.” It was estimated 
by a distinguished mathematician writing in 1760-5 that 
small-pox carried off the thirteenth or fourteenth part of 
each generation. ‘“ Amongst those who survived the attack 
there were many who were rendered blind or deaf, or who 
had suffered disfigurement of the features and other injuries 
during the course of the diséase that resulted in permanent 
infirmity and proved contributory causes of early death.” 
All this, of course, is common knowledge and familiar 
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history. In a country whose Ministry of Health officially 
recognizes these facts, whose medical advisers—who have 
established in so many fields their claim to speak with 
authority—are virtually unanimous in their acceptance of 
them, what should we reasonably expect, and what do we 
actually find, as to the practical application of the pro- 
tective measures so obviously indicated? We find that 
the population of England and Wales is progressively 
approximating in respect of its unprotectedness to the 
population of pre-vaccination days. It is even worse than 
that, for whereas in pre-vaccination days the greater part 
of the population was protected from small-pox by 
previous attack, a contiriuance of the present conditions 
will, in the course of a few years, leave the greater 
part of the population wholly unprotected, either 
by vaccination or attack by small-pox. The accumu- 
lation of so much inflammable material, so to speak, 
“may well give check to the complacency with which 
some not remate Ministerial experiments have been viewed. 
_ The report makes no disguise of the position. The tables . 


showing the observance of the vaccination laws as a whole — 


in 1898 and in subsequent years, and abstention from 
vaccination and acceptance of vaccination in 1893-97 and 
in subsequent years, are eloquent. Nothing could more 
clearly demonstrate than do these cold figures that the 
Vaccination Act of 1907 was, from the point of view of 
securing a population protected from small-pox, little 
short of disastrous. That Act, it will be remembered, 
made statutory exemption from vaccination easier and 
far less troublesome to the parent than compliance with 
its positive requirements, while the cost of vaccination 
became nominal or was borne entirely by the civil 
authorities. The “tremendous experiment,” as Lord 
Lister described it, of admitting conscientious objection 
as valid ground for non-compliance with measures de- 
signed to secure the public health, was urged by some 
of its supporters because they believed that in effect 
it would conduce to increased vaccination. How far this 
is from being the case is shown in the official figures 
It is true that, after the passing of the Vaccination Act of 
1898, there was for a number of years a decline in the 
number of “abstentions” from vaccination as compared 
with the period immediately preceding the passing of the 
Act, but this was mainly in the years of small-pox pre- 
valence—namely, from 1901 to 1905. A conscientious 
objection which quails when the prospective dangers 
against which the measures are designed become actual 
can scarcely justify a statutory recognition upon any theory 
of government. Yet it was in the light of this experience 
that the then President of the Local Government Board 
brought in his Vaccination Act of 1907. “The Act of 1907 
came into operation on January Ist, 1908, and its imme- 
diate effect was to more than double the number of exemp- 
tions. In 1908 there were 940,640 births; the exemptions 
rose to 160,350, or 17 per cent., and the number of primary 
vaccinations fell to 594,792, or 63.2 per cent. Since that 
time the percentage of vaccinations to births has de- 
creased and the percentage of exemptions to births 
has increased. In the year 1919—the last year for which 
the figures are available—the births numbered 691,370 
and the primary vaccinations 281,029, or 40.6 per cent., 
and the exemptions were 277,558, or 40.1 per cent.” In 
the ten years ending 1919 there have been added to the 
population under 12 years of age two and a half million 
children who are legally exempted from vaccination and 
are unprotected against attack and death from small-pox. 
This number is augmented in an increasing ratio each 
year, and has already assumed proportions which cannot 
be regarded otherwise than with anxiety. It is recognized 
in the report that for the great majority of persons it will 
suffice to renew the vaccination at the end of ten years, but 
it is also recognized that at the present time a considerable 
proportion of the adult male population is protected owing 
to having been revaccinated while serving in the navy and 
army during the war. Though no hint of any contem. 


plated change is given in the report, it is scarcely to be 
believed that, alive to the facts and their full significance, 
the Ministry of Health will rest content with giving 
publicity to a state of matters so disquieting. The issue 
for official use of so frank an exposition of the actual state 
of affairs makes it clear that the Ministry is alive to the 
menace; it may be assured of the hearty co-operation of 
the medical profession in all reasonable steps it may take 
to avert it. 


THE SHROPSHIRE ORTHOPAEDIC SCHEME. 
A cLINIcaL meeting of the British Orthopaedic Association 
was held on October 1st and 2nd at the Shropshire Ortho- 
paedic Hospital, which has recently been removed from 
Baschurch to larger quarters at Oswestry. On October 
Ist Sir Robert Jones gave a clinical demonstration of a 
number of cases under treatment in the wards, including 
rickety and paralytic deformities and cases of tuberculous 
disease. Mr. Naughton Dunn demonstrated his stabilizing 
operation for the treatment of paralytic deformities of 
the foot, the principle of which is that in severe cases 
of paralysis of the foot the deformity is corrected by a 
bone operation, which includes the removal of the cartilage 
surfaces from all the tarsal joints, so that these joints 
become fixed, leaving a foot which moves at the ankle- 
joint as a simple hinge. All the anterior muscles are 
thus left as pure dorsiflexors of the foot, and the 
posterior muscles are transplanted into the tendo Achillis 


| to act as plantar flexors. Mr. G. R. Girdlestone demon- 


strated a method of treating Pott’s disease carried out in 
the hospital, and showed a number of cases which had 
been treated by bone transplantation. Mr. D. McCrae 
Aitken demonstrated a method of correction. of severe 
kyphosis and of scoliosis on the Abbott’s frame. In the 
afternoon visits were paid to some of the after-care 
centres. A number of these have been established through- 
out the county of Shropshire. ‘The children under obser- 
vation or treatment attend one day in each week— 
preferably on market day. They are seen weekly by, 
the visiting nurse and once a month by a medical 
officer from the Orthopaedic Hospital. Records, in-. 
cluding photographs and plaster casts, are kept at the 
after-care centres, measurements for splints and appliances 
made, and simple plaster applications made at these 
centres. On October 2nd a series of operations was 
performed—namely : (1) Albee’s operation for spinal caries, 
by Mr. Girdlestone ; (2) osteotomy for malunion of frac- 
ture of the femur, by Mr. Aitken; (3) stabilizing operation 
upon a paralysed foot, by Mr. Dunn; (4) correction of a 
club-foot in a child of 7 with the wrench, by Sir Robert 
Jones; (5) Souttar’s operation for displacement of the. 
anterior superior spine of the ilium as a means of correc-; 
tion of flexion of the hip, by Mr. Noble. The meeting was/ 
attended by about fifty members and visitors. ?, 


WATER POLLUTION AND CHLORINATION. 
A FORTNIGHT ago we mentioned a recent circular of the 
Ministry of Health regarding the chlorination of water 
supplies. The way in which a community by toa, 
strenuous protest against a passing inconvenience may, - 
condemn itself to an annual recurrence of disease is shown. 
in a report by Dr. R. G. Perkins, of the Cleveland (U.S.A.), 
Public Health Department, recently reprinted by the 
United States Public Health Service. Cleveland, it appears, 
obtains its water through two “cribs” placed over four. 
miles out in Lake Erie, and delivers it through two. 
pumping stations, at one of which it is filtered, and at 
both of which it is chlorinated. Chlorination was begun 
in 1911, when the growth of the city and the in- 
creasing pollution of the lake water made treatment 
essential. After numerous experimeuts the ‘‘dosage”. 
of chlorine necessary to make the water safe was 
determined; this amount was added, and the typhoid 
curve fell sharply. It so happened, however, that 
the purified water had to be delivered through the 
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mains in some parts of the city so soon after chlorination 
that the taste of chlorine was still apparent. Many com- 
plaints followed; but these were dying out when, early 
in 1912, a flood in the Cuyahoga River (which enters the 
lake at Cleveland) carried sewage and trade wastes out 
into the cribs, through which they reached the city 
mains. The trade wastes gave the water an unpleasant 
taste, which everyone promptly ascribed to chlorination. 
The mayor bent beneath the storm of protest. By his 
order the “dosage” of chlorine was reduced, and during 
the ensuing nine years it has never been high enough, the 
report says, fully to counteract the ever-present pollution 
in the untreated water. In 1918, in an effort to improve 
matters, a filtration plant was put into service at the larger 
pumping station, which handles nearly three-fourths of 
the city supply. Laboratory tests, however, showed that 
sewage pollution was present in the unfiltered water in the 


city mains for nearly half the time, and in the filtered 


water from 8 to 22 per cent. of the time. In 1918 and 
in 1920, when these tests showed the water to be badly 
polluted, the number of cases of typhoid fever in the city 
which could not be traced to any cause other than the 
water was twice as great as in 1919, when the tests showed 
the water to be much better. From this Dr. Perkins 
argues that the pollution of the water and the amount of 
typhoid fever are directly related; and that when the 
pollution is reduced to a minimum, as he suggests it can 
be by existing facilities, typhoid fever in the city will be 
very greatly reduced. -It should perhaps be added that 
the engineer of the water department of the city, whose 
experience the report admits is large, cannot agree that 
the untraced part of the rise of typhoid in Cleveland in the 
summer is. due to water pollution. 


ABDOMINAL PAIN DUE TO FOOD ALLERGY. 


Tue remark of Lucretius, that one man’s food may be a 
powerful. poison to others, was paraphrased by Beaumont 
and Fletcher into “ what’s one man’s poison is another’s 
meat or drink,” and the occurrence of food idiosyncrasies 
was roughly forced on man’s attention long before the 
blessed words anaphylaxis and allergy came on the scene, 
and before tie relation of asthma to hypersensitiveness to 
foreign protein became the talk of the medical market-place. 
Purpura with abdominal symptoms, perhaps more familiar 
as Henoch’s purpura, is now recognized to be a toxic 
idiopathy analogous to hay fever and asthma, and often 
imitates the acute abdomen of the surgical theatre. In a 
paper entitled “Food allergy as a cause of abdominal 
pain,” and embodying much clinical observation, Dr. W. W. 
Duke,’ of Kansas City, shows that the reaction caused by 
hypersensitiveness to a food, such as white or yolk of egg, 
lactalbumin, casein, beef, pork, honey, strawberries, lettuce, 
cabbage, beans, onions, rice, almonds, and tomatoes, may 
be solely abdominal pain, and so severe as to be easily 
mistaken for a serious abdominal lesion. Usually the pain 
starts soon after the offending article of food is taken, and 
lasts from three to six hours, but in some instances the 
onset is delayed for three to twenty-four hours, and then 
the pain persists much longer. Persons sensitive to rare 
articles of diet usually give a history of occasional 
attacks of abdominal pain and digestive upset with 
freedom in the intervals, whereas individuals sensitive 
to the common foods — such as milk and eggs — have 
more frequent attacks, and are often the subjects 
of chronic indigestion as well. Subcutaneous injection 
of extract of the food brings on abdominal pain, and 
Dr. Duke refers to cases of hay fever and asthma in 
which injections of pollen caused abdominal pain, and 
to patients with hay fever who have dyspepsia at the 
beginning of the hay-fever season. This certainly sug- 
gests that the indigestion formerly thought to cause 
asthma is in reality an early symptom of the same 
reaction. It is not, however, safe to assume that because 


“TW. W. Duke, Arch, Int. Med., Chicago. 1921. xxviii, 151-165. 


a patient is hypersensitive to some form of food hig 
abdominal symptoms are solely due to this cause, for 
nearly 50 per cent. of Dr. Duke’s patients with food 
allergy had demonstrable pathological conditions, such ag 
recurrent appendicitis, gall stones, duodenal ulcer, dense 
adhesions, and extreme ptosis, in the alimentary canal 
or its appendages; and, although food allergy is, perhaps, 
primarily dependent on an inherited constitution which 
renders the individual susceptible to become hyper. 
sensitive, it is quite possible that an abnormal condition 
of the alimentary tract may be a contributory factor ia 
the etiology of such cases. Further, as in two caseg 
attacks of food allergy were followed by acute appen. 
dicitis, it is conceivable that the vascular disturbance, 
such as the oedema in Henoch’s purpura, may favour 
infection. The diagnosis of food allergy may present 
difficulties; an individual sensitive to a common food, 
such as eggs or milk, may be in an almost constant 
reactive condition, so that any coarse food, such as nuts 
and condiments, and alcohol, may set up symptoms, and 
so be erroneously regarded as the primary factor. In 
such eases skin tests are very valuable, and Dr. Duke 
prefers his modification of the intradermic method to - 
the cutaneous test by scarification which has been sa 
successful in asthma and hay fever. © 


MEDICAL SOCIETY OF LONDON. 
Tue first ordinary meeting of the 149th session of the 
Medical Society of London will be held on Monday next, 
October 10th, at 8.30 p.m., when the incoming President, 
Mr. James Berry, F.R.C.S., will deliver his presidential 
address on his medical experiences in South-Eastern 
Europe; it will be illustrated by lantern slides, and will be 
preceded at 8 o’clock by the annual general meeting. An 
attractive programme for the first half of the session has 
been arranged by the honorary secretaries, Sir William H. 
Willcox and Mr. Herbert W. Carson. On October 24th a 


-discussion on the modern treatment of diabetes will be 
introduced by Sir Archibald Garrod, Regius Professor of 


Medicine at Oxford, who will be followed by Sir William 
Willcox, Dr. O. Leyton, Dr. W. Langdon Brown, Dr. 
Edmund Spriggs, Dr. E. P. Poulton, Dr. George Graham, 
and Dr. P. J. Cammidge. On November 14th there will 
be a clinical evening, and on November 21st a dis- 
cussion on the arseno-benzol treatment of syphilis will 
be introduced by Colonel L. W. Harrison and continued 
by Professor H. Maclean, Dr. J. W. McNee, Dr. R. L. 
Mackenzie Wallis, Dr. Henry MacCormac, and Mr. C. H. 
Mills. On December 12th Dr. Aldo Castellani will read 
a paper on haemorrhagic bronchitis of non-tuberculous 
origin, and Dr. J. S. Owens will give a demonstration on 
dust in expired air. The Lettsomian Lectures will be 
delivered in February and March, 1922, by Sir Leonard 
Rogers, who has taken as his subject the pathology, pre- 
vention, and cure of amoebic liver abscess. The annual 
Oration will be delivered in May by Mr. H. J. Waring. 


Tue Italian Society of Internal Medicine will at its 
eighteenth congress in Naples, on October 26th-27th, cele- 
brate the ninetieth year of Professor Cardarelli, and the 
fortieth year of Professor Maragliano’s work as teacher. 
These physicians are the directors of La Riforma Medica, 
one of the chief medical journals published in Italy. Each 
has made many important contributions to medicine, which 
have frequently been noticed in our columns. We con- 
gratulate them on the tribute Italian medicine is paying to 
them, a tribute in which medicine throughout the world 
most cordially joins, and we congratulate our eminent 
contemporary on being able to command the services of 
directors so distinguished. Professor Drummond, President 
of the British Medical Association and Vice-Chancellor of 
the University of Durham, has sent a note of congratula- 
tion for publication by La Riforma Medica, as have also 
Sir Clifford Allbutt and other members of the medical 
faculty of the University of Cambridge. 
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VIRCHOW. 


Tux centenary of Virchow’s birth occurs on October 13th, 
and although he is secure in the fame he gained early in 
life, it is hardly possible as yet to eslimute how much of 
his teaching has stood the test of time, or to determine 
whether his influence on science and practice has been 
wholly salutary. His position in the medical world during 
the second half of the nineteenth century (he died in 1902) 
was in a sense unique, and hardly to be compared with 
that of any great innovator before him, inasmuch as he 
lived in the midst of an incessant bustle of research, 
stirred up in great part by his own method and example. 
In more than one respect he resembled Boerhaave—in the 
multitude of his pupils from every part of the world, and 
in the simplicity of his life; and the remark which Dr. 
Samuel Johnson makes in his Life of Boerhaave has 
point also for Virchow, bating the pious tone of it: 
“Providence seldom sends any into the world with an 
inclination to attempt great things who have not abilities 
likewise to perform them.” 

On his first appearance before the profession Virchow 
spoke a lofty ambition and a deep sense of his vocation. 
At the age of six-and-twenty, fresh from the “ Latin 
clinic” of Schénlein and the workrooms of Johannes 
Miiller, and without backing, so far as appears, from any 
but youths as enthusiastic as himself, he started an 
Archiv of his own, and carried the early numbers without 
break through the perilous political crisis of 1848, in 
which he was himself compromised. Just before he left 
the capital in a kind of exile to Wiirzburg, he issued an 
apologia or confession of faith, entitled Hinheitsbestre- 
bungen in der wissenschaftlichen Medicin—Efforts after 
unity in scientific medicine—in which he showed his whole 
hand. According to Haeckel, who soon afterwards became 
his pupil at Wiirzburg, Virchow’s philosophical foundation 
was the frank materialism now called Monism, or the, 
belief that matter and spirit were one substance. But it 
is clear from the several chapters of the essay that there 
were other antagonisms or correlatives which Virchow 
hoped to reconcile, such as morphology and physiology, 
or structure and function, clinical work and laboratory 
work, practice and theory, ordinary maladies and epidemics 
(Volkseuche), popular language and the terminology of the 
schools. ‘The last was a specially German need, for it 
was often observed by travellers in those days that the 
Gelehrien were a class apart from the industrial and com- 
‘mercial, speaking’ a language or jargon of their own. 
“We find accordingly,” writes Samuel Laing in 1841, 
“the most extraordinary dullness, inertness of mind, and 
ignorance below a certain level, with the most extra- 
ordinary development, learning, and genius at or above it.” 

Virchow, being a thorough democrat, aimed at carrying 
the popular intelligence with him. The present writer 
remembers being present at a great concourse in the Sing 
Akademie, which was virtually a meeting between 
Virchow and his parliamentary constituents. ‘lhe subject 
given out was “Ueber das Kochen,” and the professor, 
learned alike in anthropology and pathology, explained in 
simple language, beaming genialiy through his spectacles, 
how the family and the social state was started when 
primitive man succeeded in lighting the first fire to cook 
the first wild rabbit. Of the same kind were his Vier 
Reden iiber Leben und Kranksein (Four Addresses on Life 
and Ill Health), containing a non-technical exposition of 
the cellular pathology, in Gothic type, for popular reading, 
and the series of lectures on scientific subjects by various 
hands, which he edited along with v. Holzendorf. During 
his busiest scientific period he was a member of the 
Prussian Landtag and of the Reichstag, as well as of the 
Berlin Municipal Council, on which he was a strenuous 
advocate of the main drainage of the city, an engineering 
work of much difficulty owiug to the flatness of the site. 
It is therefore fitting that he should be remembered in 
Berlin by the great new hospital which bears his name, as 
well as by the pathological museum within the grounds of 
the old Charité Hospital. 

The famous lectures on cellular pathology were, perhaps, 
too remorseless in their logical assault upon the old 
humoral pathology. With leonine vigour he tore to pieces 


all those dyscrasias or blood diseases which had no visible 
means of subsistence, temporary or permanent, in any 
focus of cellular activity. The general extension of the 
cell theory to the diseased organism was a matter of 
course, a8 soon as a normal Gewebelehre had been worked 
out by Kolliker and a cellular embryology by Remak, 
who anticipated its application to epithelial new growths. 
Virchow’s original ground was rather to lay stress upon 
the connective tissue and its congeners for the theory of 
inflammation, repair, tubercle, sarcoma, etc. Much of this 
had to be given up before long, so that it was freely said, 
in the seventies, that little remained of the distinctive 
cellular pathology of Virchow. The series of studies of 
the lymphatic system in Ludwig's laboratory at Leipzig 
had reduced the connective-tissue corpuscles to lacunar 
spaces lined by cell plates which were not made visible by 
ordinary methods. Cohnheim’s discovery, or rediscovery, 
of the emigration of leucocytes from the blood into the 
tissues was so far a return to the old exudative view of 
pus. Caseation was explained as coagulation-necrosis, 
and tubercle became once more the unity of Laénnec, in 
which Virchow’s peribronchitis caseosa and periarteritis 
caseosa were parts as much as the miliary granulations. 
The connective-tissue origin or seat of cancer had to yield 
to the more attractive theory of epithelial proliferation. 
Even the dyscrasias of the Vienna school, which were 
Virchow’s béte noire, retained a degree of vitality in the 
practical textbooks; he had merely scotched the snake, 
not killed it: “ She’ll close and be herself again.” ; 

Perhaps the most formidable competitor of the cellular 
pathology was the new science of bacteriology. Where do 
we come in? cried the bacteria. Virchow, to keep in the 
van of progress, did not set himself to oppose these new 
facts or ideas, except cautiously in the case of his cancer 
theory. Thus, as regards bacteria, the present writer 
recalls an interview with him in his study at Berlin, when 
he got up from his chair and took down an old volume of his 
Archiv to point out a woodcut of the diphtherial membrane 
infiltrated with swarms of dark spore like spherules, which 
proved how near he had been, at that date—the epidemic 
year 1858—to the microbic theory of the disease. In a long 
paper on Krankheitswesen und Krankheitsursachen, 1880, 
he argued that he had never meant the cellular pathology 
to be an etiology, except in his chapter on vegetable and 
animal parasites. . 

There remain only a few lines for what may be seen in 
future as his most characteristic service to scientific 
medicine. About the year 1860 he acquired the control of 
the Jahresbericht iiber die gesammte Medicin, which had 
been started by Canstatt and carried on for some yéars 
by Eisenmann from the seclusion of a Bavarian political 
prison. With Hirsch for his quartermaster - general, 
Virchow portioned out the whole field of medical science 
and practice among a very distinguished staff of abstractors, 
most of them original workers also. The prospectus, in 
which he laid down the rules for their guidance, should 
rank as one of the state papers of modern medicine. It is 
a masterly exposition of the whole gospel of objectivity. 
They were to give no space to merely speculative papers 
or to réchauffés of the trite and familiar, but to pick out 
the best ascertained new facts and to summarize them 
concisely without note or comment. The indexing of the 
immense mass of facts in the two volumes was one of the 
most wonderful things in this monument of German 
system and method. About the same time was started 
the first Centralblatt, which was a kind of weekly jackal 
or lion’s provider to the year-book. Before many years 
each speciality of science and practice had its own 
Archiv or Zeitschrift, its own Centralblatt, and its own 
year-book, and in many cases there were two or more 
quarterlies or monthlies for the original memoirs — 
in gynaecology, ophthalmology, dermatology, and syphilis, 
therapeutics, physiology, anatomy, embryology, aud bio- 
logical chemistry. To see what this prodigious apparatus 
of research has grown to during fifty years, one has only 
to enter the College of Surgeons Library, and gaze upon 
the six tables groaning under the literature of the current 
year, the shelves packed with the latest bound volumes, 
and to imagine the cellars filled with the back numbers 
more than twenty years old. Virchow defended this 
Frankenstein monster in his installation address as Rector 
Magnificus of Berlin University in 1893, by which time tha 
system of objective research had had a fair trial, Thq 
university had been founded at the end of the Napolconi1 
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wars, under the auspices of the metaphysicians Fichte and 
Hegel, and of the theosophic moonshine of Schileier- 
macher. It had gradually passed under the influence of 
the Humboldts, of Johannes Miiller, of Helmholtz, Mit- 
scherlich, and many otber famous heads of laboratories, 
including Virchow himself, whose Pathological Institute 
(1856), in the grounds of the Charité, was the first of its 
kind. . After the Franco-Prussian war of 1870-71, a 
large slice of the indemnity was appropriated to the 
building and equipment of such institutes at all the univer- 
sities, and doubtless to the subsidizing of the enormous 
scientific literature which has become almost a monopoly 


of the German booksellers. It is certainly a remarkable 


monument of German method and system, which the 
future historian will perhaps find to be more distinctive of 
the national genius than the Krupp foundry or the Vulcan 
shipyard. The visitor to the library in Lincoln’s Inn 
Fields surveys it with mixed feelings. Even Virchow’s 
own output, running to many hundreds of titles under the 
two heads of pathology and anthropology, sinks to insigni- 
ficance amidst this stupendous accumulation of objective 
facts. We have to go to the old humoral pathology to find 
the right word for the present state of the body medical 
—namely, plethora. Assimilation and tissue building have 
not kept pace with ingestion. 


OPENING OF THE WINTER SESSION. 


LONDON SCHOOL OF MEDICINE FOR WOMEN. 


THERE was a very large gathering at the opening of the 
winter session of the London (Royal Free Hospital) School 
of Medicine for Women on October 3rd. ‘The number of 
new students joining was about 70. Dr. Louisa Aldrich- 
Blake, Dean of the School, who presided, said some might 
feel a little anxious about their prospects in the career 
which they had chosen. As to the work of women in 
general, the too-prevalent idea seemed to be that if there 
was a great deal that wanted doing women could come 
and do it, but if the work was less in amount, or less 
pressing, then women should retire to their domestic 
occupations. The workers of the world might roughly be 
divided into those who produced, and those who served. 
In medicine they were among those who served, and surely 
it ve for the public alone to say by whom they would be 
served. 

Dr. Louisa Martindale then gave the address of welcome 
to the students. They were to be congratulated, she said, 
upon their choice of a profession. They were entering 
it at a most interesting time. The birth rate was 
steadily going upwards, and there had been a wonderful 
drop in infant mortality—a great modern triumph due 
chiefly to infant welfare centres, largely started by women 
doctors. In to the mortality of women in child- 
birth there been no improvement since 1894. Last 

ear 4,144 women died in childbirth in England and 

ales, and another 1,086 died from conditions connected 
with it. Too little was done to relieve the suffering of 
childbirth. As long ago as 1907 Kronig and Gauss 
published their results from the use of scopolamine’and 
narcophen in producing what they termed “twilight 
sleep.” Many obstetricians had had good results, but 
unfortunately there was still a high percentage of failures, 
and there was urgent need of more research in this sub- 
ject. The whole question of maternity mortality required 
fuller investigation, and this had been arranged for under 
the supervision of Dr. Campbell, Senior Medical Officer of 
the Ministry of Health, who was a distinguished scholar 
of that school. In regard to the Insurance Medical 
Service, she did not doubt that unless there was a radical 
change during the next few years some of them would 
find their life-work in this service. The chief lesson to be 
learnt at the moment was the enormous amount of ill 
health there was among the workers due to colds, 
bronchitis, and diseases of the digestive system, proving 
the necessity for the better feeding and housing of the 
people. A great impetus had recently been given to the 
w-ray treatment of cancer, and she did not doubt that 
many of these students to-day would be radiologists 
in the future, having under their care many cases 
of cancer which were now being treated surgically. It 
was in cases of cancer that the work of women doctors 


was most needed, for too often the treatment so urgently 
required in the earlier stages was delayed because of the 
patient’s dislike of examination; and much of the terror 
disappeared when a woman doctor was available. With 
regard to the capability of women doctors, the results of 
their work in many hospitals spoke for themselves; but they 
could not forget that much of the success was due to the 
work and influence of pioneers like Mrs. Garrett Anderson 
and others, who fought so bravely and founded this school 
in the face of so much opposition and ridicule. Referring 
to developmenis during and since the war, Dr. Martindale 
said the only serious check to the career of some women 
practitioners was their inability to secure appointments on 
the honorary staff of some of the more reactionary of the 
general hospitals, necessitating the establishment of hos- 
pitals entirely officered by women. Even this disability, 
with the development of the modern hospital, would, she 
believed, die a natural death. Many thought the time 
had come for sex distinctions to be done away with in the 
organization of medical work. 

Dr. Martindale concluded by giving from her own 
experience some hints to the new students. They would 
never be efficient unless they knew something of the world 
they lived in, and kept in touch with current politics, 
literature, art, and civic life. They should wear pretty 
clothes, for it was unnecessarily annoying to a patient — 
to have slovenly and ugly things to look at. They must 
learn to be self-reliant and self-controlled. In the end 
character would carry them further than brains. The 
future of the woman doctor was full of great possibilities. 

Dr. Mary Thorne, honorary secretary, in expressin 
thanks to the lecturer, spoke of the urgent financial needs o 
the Royal Free Hospital, which fifty years ago first opened 
its doors to women students. 


MEDICAL SCHOOL DINNERS. 


ST. BARTHOLOMEW’S HOSPITAL. 

Te Old Students’ Dinner was held once again, after an 
interval of eight years, in the Great Hall of the Hospital on 
October 1st. The chair was taken by Dr. W.S. A. Griffith, 
Consulting Physician-Accoucheur, and there was a large 
attendance, including Sir Norman Moore, President of the 
Royal College of Physicians, Sir Anthony Bowlby, President 
of the Royal College of Surgeons, Sir Archibald Garrod, 
Regius Professor of Medicine at Oxford, and Sir Walter 
Fletcher, Secretary of the Medical Research Council—all 
four Bart’s men; the Vice-Chancellors of the Universities 
of Cambridge and London; the Master of St. John’s, and 
the Master of the Society of Apothecaries. The Chairman, . 
in submitting the toast of “St. Bartholomew's Hospital,” 
paid a tribute to the memory of his teacher, James 

atthews Duncan, who created the modern obstetrical 
department at St. Bartholomew’s, and by his in- 
fluence brought a new spirit into the teaching of 
obstetrics and gynaecology throughout the London 
schools. The toast was responded to by Sir William 
Lawrence, Bt., one of the almoners, who mentioned his 
long family association with the hospital. His great- 
omer was a pupil at St. Bartholomew's, his grand- 
ather, the famous surgeon, was apprenticed to Abernethy 
in 1799, and his father was for many years Treasurer. 
He spoke with regret of the approaching resignation from 
that office of Lord Sandhurst, and welcomed his successor 
Lord Stanmore. He hoped the celebration of the hos- 
~~ 800th year in 1923 would be turned to good account 
y the raising of funds to meet financial needs. The Chair- 
man explained that he proposed separately the toast of 
** Prosperity to the Medical College,” in order to mark the 
7 ag of a Royal Charter to the medical school; and 

. H. J. Waring, Vice-President of the College, in 
his reply, outlined the reasons for applying for a Royal 
Charter of Incorporation. Some account of this matter 
and the full text of the Charter appear in the current issue 
of the St. Bartholomew's Hospital Journal. The health of 
the Visitors was proposed by Dr. H. Morley Fletcher, and 
replied to by Surgeon Vice-Admiral Sir Robert Hill, 
Medical Director-General R.N., and by the Dean of the 
Faculty of Medicine in the University of Columbia, New 
York. The toast of “The Chairman” was entrusted to 
his colleague and successor, Dr. Herbert Williamson, who 
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dwelt on Dr. Griffith’s: love for the hospital, his distin- 
uished career, and his*kindness to the patients and 
students, and to the speaker himself. The toast was 
supported by Lieut.-Colonel J. W. West, who paid a 
tribute to Dr Griffith's services as consulting gynaeco- 
logist to Queen Alexandra’s Military Hospital, Millbank. 
After the Chairman’s brief acknowledgement, the com- 
any adjourned for coffee aud reminiscences in the library, 
fo accordance with immemorial usage. 


KING’S COLLEGE HOSPITAL. 

inner of the King’s College Hospital past and 
ithe a was held at the Café Royal, Regent 
Street, on Friday, September 30th. Mr. F. F. Burghard, 
C.B., M.D., M.S., F.R.C.S., Senior Surgeon to the Hospital, 
presided. The Chairman of the mecting proposed the 
toast of the hospital, to which Viscount Hambleden, 
Chairman of the Committee of Management of the Hos- 
pital, replied. Dr. Norman Dalton, Senior Physician, pro- 
posed the toast of “The Chairman,” which was received 
with musicai honours. The attendance numbered 1C0, 
and included, amongst others, Lord Gorell, M.C., who had 
delivered the oration at the opening of the winter session 
earlier in the afternoon. 


MIDDLESEX HOSPITAL MEDICAL SCHOOL, 


THe annual dinner of the Middlesex Hospital Medical 
School took place at the Trocadero on October 4th, with 
Mr. Comyns Berkeley in the chair. Some 221 old Middle- 
sex students were present—a record number. In proposing 
“The Middlesex Hospital and Medical School,” the Chair- 
man gave an historical account of the development of the 
hospital, and pointed out that its greatest need to-day was 
for a new out-patient department; the present out-patient 
department had been built over forty years ago, and had 
become quite inadequate. Hospital funds which had 
previously been raised were, on account of the enormous 
increase in building and maintenance expenses, now in- 
sufficient to justify the new scheme which was necessary. 
The electrical and other special departments also called for 
the expenditure of considerable sums. ‘The most notable 
event during the last year was the adoption of a main- 
tenance scheme by which out- and in-patients should pay 
such sums as were appropriate to their circumstances, and 
which in its first year would, it was estimated, amount to 
£13,000. The Earl of Athlone, chairman of the Board of 
Governors, in responding, said that the board tried to 
carry out the ideas of the medical committee, and but for 
the difficult times experienced would have kad enough 
money to commence the new out-patient department. 


Mr. A. E. Webb-Johnson (dean of the medical school), . 


Surgeon Rear-Admiral Sir Percy Bassett-Smith, and Mr. 
J.B. G. Muir (Broderip Scholar) also replied to the toast. 
Sir Edward Penton proposed the toast of “ The Guests,” 
and Sir John Bland-Sutton responded in a reminiscent and 
characteristically racy speech. The toast of “ The Chair- 
man” was proposed by Dr. H. Campbell Thomson, who 
referred particularly to the work which Mr. Comyns 
Berkeley had done at Clacton during the war, of which an 
account was given in our columns (June 25th, p. 934). 


England and Wales. 


Miptanp OBSTETRICAL AND GYNAECOLOGICAL 
Tue 1920-21 session of the Midland Obstetrical and 
Gynaecological Society has been, according to its annual 
report, extremely -successful. Three meetings of the 
society were held at Birmingham, one at Bristol, and one 
at Leicester. ‘The last meeting, which was held at 
Birmingham in June, constituted the first British Congress 
of Gynaecology. At this meeting, of which we printed a 
full account at the time, the Obstetrical and Gynaecological 
Section of the Royal Society of Medicine, the Edinburgh 
Obstetrical Society, the North of England Obstetrical and 
Gynaecological Society, and the Glasgow Obstetrical and 
Gynaecological Society joined the Midland Society, and 
® number of important gynaecological questions were dis- 
cussed. During the ensuing session scientific meetings 
we to be held at Birmingham, Bristol, Cardiff, and either 


Derby or Leicester. The annual meeting of the society 
was held in Birmingham on October 6th,.when Dr. Ewan 
Maclean of Cardiff was elected president for the year; the 
membership stands at present at seventy-six, an increase 
of six upon the previous year. 


Dinyer To Dr. Epwarp Watrorp. 

_Dr. Edward Walford was entertained by his friends af 
dinner at the Park Hotel, Cardiff, on September 28th, in 
commemoration of his retirement from the position of 
medical officer of health to the city of Cardiff, which ha 
had held since 1888. Dr. T. Wallace, who presided, in 
roposing. Dr. Walford’s health, recalled the fact that since 
1847, when the Towns Improvements Clauses Act em- 
powered the appointment of medical officers of health of 
districts, burghs, and cities, Cardiff had only had twa 
medical officers of health—Dr. Henry James Payne, ap- 
pointed in 1847, and Dr. Edward Walford, who succeeded 
him in 1888, He paid high tribute to Dr. Walford’s labours 


‘in conserving the health of the population of Cardiff. 


Alderman Dr. J. Robinson and Dr. D. R. Paterson also 
spoke of the great services which Dr. Walford had rendered 
to the community in his capacity of medical officer of 
health. Dr. Walford, in reply, said he reluctantly gave up 
his duties at a time when he could see that the Welsh 
National School of Medicine was about to become one of 
the most important educational centres in the country, 
more especially since the medical school and the Publig 
Health Department were so closely linked together. He 
took great interest in the School of Preventive Medicine, 
the foundation stone of which had recently been laid by 
the Prince of Wales. He hoped that his successor would 
ina short time gain the confidence of the medical profession 
in the district and receive from them the same kindnesg 
that he himself had received. 


PRESENTATION TO Dr. Henry Mater. 

A handsome antique loving cup has been presented to 
Dr. Henry Malet, Medical Officer of Health of Wolver- 
hampton, by his medical colleagues in South Staffordshire 
on his retirement from practice. Dr. Malet has been for 
thirty-eight years medical officer of health for Stafford- 
shire, was senior physician to the Wolvérhampton General 
Hospital, and has twice been President of the Staffordshire 
Branch of the British Medical Association. He is retiring to 
Newcastle, co. Down, on account of a breakdown in health. 
The presentation ceremony, in the Board Room of the 
Wolverhampton and South Staffordshire General Hospital, 
was presided over by Dr. Ridley Bailey, who described Dr. 
Malet as the acknowledged leader of the profession in 
Wolverhampton. 


GENERAL Norsina Councit. 

The report of the Registration Committee of the General 
Nursing Council for England and Wales states that 1,816 
applications for registration had been received down to 
September 30th, and 366 were recommended to the Council 
for approval for registration on the General Part of the 
Register, their qualifications and references conforming in 
every particular to the rules; 14 were recommended for 
registration on the Supplementary Part for Fever Nurses; 
and one for registration on the Supplementary Part for 
Mental Nurses. ‘These recommendations were approved, 
and the Council directed that the names of the candidates 
should be entered by the Registrar in the appropriate 
parts of the Register and certificates issued to them. 

‘It is announced that, now that the General Nursing 
Council has reassembled after the vacation, the large 
number of applications received will be considered without 
further delay. 


THE winter session of the Child Study Society will be 
opened at the Royal Sanitary Institute, 90, Buckingham 
Palace Road, on Thursday next, when Mr. C. W. Kimmins, 
M.A., D.Sc., Chief Inspector of the Education Department 
of the London Ceunty Council, will give a lecture on 
‘‘ Springs of laughter ’’ at6 p.m. A discussion on individual 
training in the school will take place (at the Birkbeck 
Institute) on October 27th, at 6 p.m. me 

THE late Mr. John Francis Taylor, of Whetstone, has 
bequeathed £1,000 each to Guy’s Hospital and the Great 
Northern Hospital, and £500 each to St. Dunstan’s Hostel - 
for the Blind, St. Peter’s Hospital for Stone and other 
Urinary Diseases, and the London Hospital. 3 
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Correspondence, 


QUINIDINE IN AURICULAR FIBRILLATION. 

r §1r,—I have read with deep interest the two articles in 
last week’s JourNAL on “ Auricular fibrillation and quini- 
dine.” As the drug may prove to be of real value, I venture 
to point out one or two matters that may be of use in its 
further investigation. 

A great many remedies on their introduction have 
aroused great expectations which have not been fulfilled, 
and time has shown them to have but a limited usefulness. 
Remedies that have been potent for good have also in their 
indiscriminate use been potent for harm, and, indeed, 
because of this have been discredited. A drug acting like 
quinidine is not free from danger, and before its proper use 
is recognized may do grievous harm. It is therefore 
necessary to understand where the danger may lurk. 
Sufficient is now known of auricular flutter and fibrillation 
to recognize some of the sources of danger. 

In these abnormal states the auricle does not contract 
and expel its contents. One consequence of this is that 
clots may form and be attached to the musculi pectinati, 
or in the auricular appendix. These clots may get into 
the circulation and give rise to infarcts in various parts of 
the body, and death not infrequently results from this 
cause in auricular fibrillation. 

The danger is more apt to occur if the auricle resumes its 
normal contraction, for the force with which it expels its 
contents may detach and expel parts of these clots. This 
may occur when the auricle passes from flutter into the 
normal action. My colleague Dr. Orr has had a case where 
this happened recently under his care, and I have asked 
him to send you a note about it. 

For several years we have recognized that digitalis 
judiciously administered will, in a goodly proportion of 
cases, bring back the auricle from the state of flutter to its 
normal action, and I at one time thought there was no 
danger attached to the use of the drug. But in the last 
few years I was in practice the restoration of the normal 
rhythm was acconipanied on three or four occasions by the 
discharge of clots, which blocked the cerebral arteries, and 
the patients died. 

- It should be recognized that auricular fibrillation of 
itself is not a dangerous or even serious condition. Man 
people have it and are none the worse. For instance, 
was consulted fifteen years ago by a man 60 years of age 
with auricular fibrillation. The heart was not enlarged, 
and the rate was between 60 and 70. I told him not to worry 
but to lead his normal life, and so long as the rate of the 
pulse was moderate he needed no treatment. He has 
done so and is alive and well to-day. 

The danger depends on the effects of the auricular 
fibrillation on the ventricle. In many people the ventricle 
is stimulated to contract rapidly and irregularly so that 
the output of the ventricle is diminished. If the ventricle 
is damaged by disease then heart failure of an extreme 
kind may speedily follow. I have repeatedly seen patients 
suffer in a few hours from extreme breathlessness, cyanosis, 
and enlargement of the liver after the onset of auricular 
fibrillation or flutter. I have also seen the immediate 
recovery that takes place as soon as the heart is slowed, 
either through the influence of digitalis or by the reversion 
to a normal rhythm. 

In a great many cases digitalis has this remarkable 
effect of slowing the ventricle, and this can be kept up for 
many years. But there are cases that do not respond to 
digitalis or strophanthin, and the heart failure is pronounced. 

I would suggest that in the first instance the quinidine 
should be employed in these latter cases, consideration 
being given to the question whether the patient has had 
an embolism and such cases avoided. Wihere the ven- 

tricular rate is slow, or when it can be kept at a slow rate 
by the judicious use of digitalis, the drug is not called for 
at all events until it has been further tested. 

The question will arise, How long can the heart be kept 
free from the abnormal rhythm? In a great many cases 

the auricular flutter or fibrillation is not persistent, but 
occurs in attacks lasting for varying periods ; the abnormal 

‘rhythm ultimately becomes permanent, especially in cases 
with mitral stenosis. This will require a long investiya- 


tion. It took me over fifteen years to work out the 
principles which should guide the use of digitalis in 
auricular fibrillation, and to detect the signs which 
indicated danger, for the unintelligent use of digitalis ig 
not without danger. This kind of investigation requires 
that a large number of individuals with varying diseased 
states other than the abnormal rhythm should be watched 
over long periods. This will be realized when it is recog- 
nized that it is not the fibrillation which is the essential 
matter, but the state of the left ventricle and its ability to 
maintain an efficient circulation, the abnormal rhythm 
being but an embarrassment.—I am, etc., , 
J. MACKENZIE. 


The St, Andrews Institute for Clinical Research, 
St. Andrews, Fife, Oct. 3rd. 


EMBOLISM IN AURICULAR FLUTTER. 

Sir,—The following extracts from notes of a case of 
auricular flutter, showing many features of exceptional 
interest, have been selected to illustrate one well-known 
aspect of this variety of abnormal rhythm—namely, the 
tendency to the occurrence of embolism, especially on 
resumption of the normal rhythm. This tendency involves 
a question of the greatest practical importance, as it not 
only introduces an incalculable element into the prognosis 
of the condition itself, but also materially influences the 
outlook in regard to the question of successful treatment. . 


The patient when first seen in December, 1919, was a man 
aged 51, who had led an adventurous life as a sailor for many 
ears, working latterly as a slater and ultimately as a 
aundryman. 

In December, 1919, he was suddenly seized with a severe 
attack of angina pectoris, and gave a history of similar attacks 
of slighter severity since July of the same year. For six months 
he did well. His exercise and diet were carefully regulated, and 
he remained free from troubie till the end of May, 1920. 

On May 3lst, 1920, he became urgently ill with symptoms of 
extreme heart failure. The face was swollen and cyanosed. 
The pulse was rapid and irregular, approximately 132 per 
minute. The apex beat was two inches outside the nipple line, 
and there was intense dyspncea with oedema of the lungs. 
The following morning ine symptoms were entirely relieved. 
The pulse was 40 and regular. ‘I'here was no dyspnoea, and 
the apex beat was one inch outside the nipple line. Ina day 
or two the pulse was regular at 72 a minute. Tracings were 
not taken on this occasion. 

On October 18th, 1920, he had a similar attack, which lasted 
from 10 a.m. till early the following morning. Tracings showed 
a@ condition of auricular flutter. The passing off of this attack 
was marked by the occurrence of right naso-temporal hemi- 
anopia, associated with loss of memory and of the power of 
concentration, a condition which persisted during the remainder 
of the illness. 

From this time onwards the attacks of flutter were exceed- 
ingly con we sometimes lasting a few hours, at other times 
more prolonged. On November 24th, 1920, after a series of 
short attacks he developed a curious condition of catalepsy, 
which lasted fifteen minutes. The face was pale and covered 
with sweat, and the muscles were in the characteristic con- 
dition of parse rigidity. The patient had no recollection of 
this attack, nor of the circumstances immediately preceding it. 

On December 2nd, 1920, a prolonged attack of flutter occurred, 
etene from 6a.m. till5.30p.m. This attack was followed by 
left-sided facial paralysis. Two days afterwards, following a 
short attack, the pupils were observed to be unequal, the right 

upil ea dilated and reacting sluggishly to light. On 

ecember llth, 1920, after an attack lasting three days, the 

atient complained of aching in the left hand when using a 
ork, or on movement of the fingers. The hand was blanched, 
more especially as regards the fingers. Examination showed 
complete absence of the left radial pulse. ; 

From this date the condition became rapidly and progres- 
sively worse, and the attacks of flutter became increasingly 
frequent. On February 27th, 1921, the patient had an attack of 
haemoptysis at the end of a three days’ attack of flutter, and 
died three days later. The radial pulse was felt on the left side 
on February 28th. 


These short notes are not intended to represent any- 
thing like a complete, or even approximately complete, 
summary of this most interesting case. The sensations of 
the patient in the different phases of his illness, the 
variations in his response to effort, and the gradual onset 
and progress of his cardiac failure, have not been touched 
upon. 

My object is merely to illustrate one point—that is, the 
great tendency to the occurrence of embolism in certain 
conditions of abnormal rhythm of the heart, of which this 
case affords an excellent example.—I am, etc., 

St. Andrews, Oct. 3rd. JamEs Orr, 


fa 
OURNAL 
q 
| 
. 
4 
( 
i 
‘ 
ec 


Oct. 8, 1921] 


CORRESPONDENCE. 


THE CLASSICS IN EDUCATION, 
Sir,—Your leading article “upon this subject recalls a 


correspondence in the British Mepican JourNaL some. 


time ago in which Dr. Charles Buttar was the pro- 
ny argument for the compulsory inclusion of 
Greek and Latin for a degree at Cambridge or elsewhere, 
and the present fear that the study of these languages 
may entirely lapse, are both based upon the false proposi- 


- tion that there is an effect counected with this learning 


which is of extraordinary and distinguishing value to the 
person acquiring it. Generally speaking, the advantage is 
said to be derived from the knowledge that comes of a 
“study of those civilizations which form the very basis of 
our own.” We are living in an epoch which is characterized 
by a most extensive literature, and it would be a bold thing 
for one to assert that of all existing books, the ancient 
Greek and Latin classics are those best calculated to 
enlighten, enlarge, and refine the human mind, or are those 
most essential to education. But even should they be thus 
placed in the forefront of all literature, that would be no 
excuse for wasting time in learning Greek and Latin in 
order to read them, since those amongst them of greatest 
merit have been translated into English, and can be 
obtained in that form either by purchase or at all 
large public libraries throughout the kingdom. The 
question might reasonably be asked: If it is suf- 
ficient to have the Bible translated, why is it not 
sufficient to have these works translated for the dissemina- 
tion of what they hold? Nor is there any obstacle to 
having prepared “ simple textbooks in English to teach 
something of the thought and art and science of the 
Greeks” aS you propose, though the necessity for this to 
be done for the present edification of the English-speaking 
world might be called in question. Keats, whom I think 
we may accept as the Englishman most appreciative of 
the Greek idea, at least on ‘the artistic and poetic 8 de, 
had no reading knowledge of Greek, and expressed himself 
delighted with a translation. Shakespeare had “small 
Latin and less Greek,” but he made a splendid use of the 
English language as derived from all sources, which should 
go some way to show that a knowledge of “a basic 
language of Western civilization” is in no way essential 
to the mastery of our own tongue. Ancicnt Greek is, no 
doubt, a more profound basis for modern Greek than for 
any other language; and in the controversy to which I 
have alluded a Greek contributor, in a letter to this 
JournaL, seemed to score off Dr. Buttar by the ironic 
suggestion that the modern Greek young men ought to be 
superior to English and American young men by reason of 
their easy acquisition of the benefits to be derived by a 
knowledge of ancient Greek and the study of the civilization 
of their country in early times. : 

The insincerity connected with the claim to know Greek 
has always been very pronounced, and surely, Sir, it is not 
“an example worth imitating” to deal with the subject 
by limiting the effort to teach Greek to the Greek alphabet 
and a few sentences of Greek, as, for example, from the 
Lord’s Prayer. I can quote an instance of this sort of 
Greek in practice: An old acquaintance, decadent, and so 
bereft of pride as to ask for a loan without blushing, after 
having been lost sight of for many years, preferred his 
request written in Greek characters, spelling English 
words, upon his card delivered from the door at dinner 
time. I fear this is the sort of thing that might grow, 
should this trifling with Greek be encouraged, though I 


- admit a saving of time, since the ultimate result appears 


to be the same in any case of school-derived Greek. And 
this reminds one how easy it is to gain credit for being 
able to speak a language when nobody inquires how much 
of it you know. In the little port of Dives, some short 
time ago, I had a conversation with a French boy, who 
told me in French that he could speak English. 
On pushing the inquiry I found that his English was 
limited to two very naughty words picked up from 
sailors, but of course I could not deny that he had spoken 
English when he uttered them. I suspect that such 
Greek words as nous, kudos, and demos have been 
introduced into current colloquial English from an 
authority not greatly higher than that of the French boy.— 
I am, etc., 


Cheltenham. Sept. 26th. J. H. Garrett, 


LEICESTER PUBLIC MEDICAL SERVICE. 


Sir,—Many inquiries having reached me of late as to 
the origin and working of the above service, a short state- 
ment has been prepared and can be obtained by Division . 
secretaries and secretaries of Panel Committees on appli- 
cation to the Manager, Leicester Public Medical Service, 
Bond Street, Leiceister.—I am, etc., 

‘R. Wattace Henry, 

** Dr. W. Moffat Holmes, Honorary Secretary of the 
Leicester Public Medical Service, East Bond Street, 
Leicester, also writes to say that he will be pleased to 
forward particulars. 


INFLUENZA (?) WITH ERYTHEMATOUS 
ERUPTION. 


Sir,—I have been puzzled by an eruptive fever which 
I have seen in Ireland since the middle of last month. 
Briefly, the salient points of the most complete cases 
hitherto observed are as follows: 

1. Incubation period not yet ascertained. 

2. Sudden onset, with frontal headache, conjunctival 
injection, generally sore throat (uniform erythema) with or 
without some coryza. In one or two cases epistaxis. 
Moderate fever, vague joint pains. 

3. Within a few hours a rash appears, generally on the 
chest (back and front), deltoid regions, possibly arms and 
thighs, also more or less scattered on the abdomen. In a 
few cases the face and forehead shows a dull red flush. 
The coarse appearance is certainly not unlike rubella ~ 
(German measles), but on passing a finger over it the rash 
is found to have no depth. With a magnifying lens it is 
obviously an erythema, chiefly affecting the pores of the 
sweat glands and the base of hairs. A few stray papules 
and sudamina are also seen, and when the rash fades also 
one or two petechiae, like flea-bites. 

4. All cases showed marked natural diaphoresis, and in 
some there was also obvious skin irritation. 

5. No trace of desqygamation. 

6. The whole illness lasted three to four days, the 
patient feeling little the worse for the fever, which 

enerally comes down with the disappearance of the rash. 

o complications or relapses were observed. Bacterio- 
logical findings : 

(a) I have so far obtained an almost pure culture of 
Pfeiffer’s bacillus from throat swabs of three cases while 
the rash was at its height. 

(6) Positive agglutination tests to the same organism up 
to 1 in 100 during early convalescence. 

(c) No leucopenia during the eruptive stage. 

(d) In one patient who developed several glandular en- 
largements, with higher fever and rash, a pure culture of 
a diphtheroid bacillus was obtained from the blood, to- 
gether with haemolytic streptococci; on the second day 
of his illness Pfeiffer’s bacillus was present in the throat. _ 
An examination of the blood on the day of admission 
showed moderate leucocytosis, with 73 per cent. of © 
mononuclears. 

I need hardly refer to the fact that rashes, generally of 
an erythematous type, have been described in influenza 
from time to time, by several observers, including Osler. 
I also enclose an account by another observer, which 
appeared originally in the Wiener klinische Wochenschrift, 
August 26th, 1920, and was reproduced in the Errrome of 
the JournaL, January lst, 1921. 

I shall be glad if any of your many interested readers 
will express his opinion on the probable nature of these 
cases. I venture the suggestion that we are dealing with 
an unusual type of influenza due to the association of 
organisms hitherto not mentioned.—I am, etc., 

Curragh Camp, Sept. 28th. J.-E. H. Garr, M.D,, M.R.C.P. 


A RETROSPECT OF NATIONAL INSURANCE. 


S1r,—May I protest against Dr. Cox’s assertion, quoted 
in your leading article (August 20th, p. 292) on the paper 
he contributed to the Journal of the American Medical 
Association, to the effect that not one in a thousand panel 
doctors would willingly return to the old system? Within 
the Association I, a very private person, know many more: 
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outside it, they are far more numerous. The inertness 
of pure weariness must not be mistaken for active 
acquiescence. 

fim sure Dr, Cox" did not intend to insinuate that the 
panel doctor cares only for his pay and nothing for the 
national results of the Act: he clearly meant that he 
accepts it as a national good. Here, again, a sweeping 
statement cannot be justified. My own Division, for 
example, has twice in succession submitted to the Repre- 
sentative Meeting a unanimous resolution that it is harmful. 
It is true that, with a complaisance unhappily rare, they 
have gone into the economic results: but may not others 
follow the example? Further, logic, like murder, “ will 
out.” Last July Mr. Bishop Harman's resolution as to the 
hospitals met with an overwhelming acceptance ; and it is 
impossible for a man logically to approve the resolution 
and the Act. Indeed, if the opinion of the profession on 
the merits is in question, it is more relevant to stress the 
fact that the majority, in spite of temptation, remain 
outside of the service (many from conscientious objections) 
and that quite a considerable minority on the panel are 
there against their will. 

It is interesting to find a faith so strong in State 
management, in spite of all our experience during the war 
(if not before the war), as to associate therewith the idea 
of a “ business proposition.” He quotes the aspiration of 
Mr. Lloyd George as corroborative of his faith that the 
Act is business not “ charity.” Let me submit these twin 
utterances of Mr. Lloyd George: (1) “To me it seems 
more like 9d. for 4d.”; and (2)—this time to capitalist 
producers—“ of course the producer will not pay.” Dz. 
Cox will agree that if (1) is true, it is charity; if (2) is 
true, if the producer only advances money to be repaid 
with interest and commission, it is not charity, but calls 
for another name. Let tho Rev. James Spencer describe 
it in his golden words: “To raise the prices of all the 
articles a working man must buy is to lower his wages; 
to do it in such a way that he does not see how it is done 
is to lower them by fraud.” 

That the State may legitimately enrich a small section 
of the community at the expense of the rest, especially of 
the poorest, is an immoral suggestioh; but it underlies 
the statement of the case. No man has aright to base 
his hopes of the Insurance Act on conditions wholly 
artificial and impossible of permanence. Cerberus may 
be fed full with sops, but it is certain that the sops will 
have to be reduced. Further, because Cerberus is full, 
does it follow that they from whom the sops have been 
ravished are full? Dr. Cox could not have written the 
same article in 1915, the last year in which the economic 
effects of the Act could be clearly traced. 

To advocate the acceptance of a measure which should 
be judged solely by its merits on the national scale, by 
reason of the benefits accruing to a small section of the 
community, is like bribing of judges. It is the worse in 
that, ostensibly representing all shades of opinion, it 
appears to advocate from transitory conditions a system 
which a strong minority (if it 7s a minority) of the members 
of the profession abhor.—I am, etc., 

Rayleigh, Essex, Aug. 3lst. B. G. M. Baskert, 


A CENTENARIAN MEDICAL BOOK SOCIETY. 

Sir,—The City of London Medical Book Society, an 
unpretentious but lively little society, can now claim the 
distinction of having been in continuous existence for a 
hundred years. We possess the original minute-book 
recording the foundation of the society by twenty general 
practitioners at a house in Frederick Place, Old Jewry, in 
September, 1821. 

The number of members is limited to twenty; there is 
no subscription, fines for unpunctuality in forwarding 
books and for’ other misdemeanours provide a sufficient 
income, and at the end of the year the books are sold to 
the highest bidders among the members. An annual 
dinner is held, and failure to attend involves a fine equal 
to the cost of the dinner, so that we generally have a full 
gathering. 

We claim to be the oldest medical book society in the 
kingdom. ‘This year the centenary dinner (Dr. A. T. 


Davies in the chair) is to be held at the Abercorn Rooms, 
Great Eastern Hotel, Liverpool Street, at 6.30 for 7 p.m., | 


on October 25th. All old members will be welcome if 
they will kindly intimate to me their intention of being 
present.—I am, etc., 

21, Finsbury Square, 

London, E.C.2, Oct, 3rd, 

*%* We are doubtful about the claim to be the oldest 
medical book society. ‘The Leicester Medical Society, 
which celebrated its centenary in February, 1900, began 
life as a medical book club only. Later on, apparently 
about 1868, it began also to hold monthly meetings for 
the reading and discussions of medical papers, and two 
informal social meetings a year. 


Eric Bayury, 


MOTOR-CAR TAXATION. 

Sir,—It appears to be the intention of the Government 
to continue the super-tax on motor vehicles. We may 
grant that it was necessary to spend £9,000,000 on road 
reconstruction this year, but it is preposterous to ask 
motorists to find such a huge sum every year. A tax of 
£23 yearly on a car which only cost £135 six years ago is 
a gross imposition. 

The Government's grandiose schemes with regard to 
further so-called road improvements in the way of a 
multitude of expensive sign-posts, etc., might now very — 
well be scrapped and a great part of the army of highly 
paid officials disbanded, with a corresponding reduction of 
motor taxation.—I am, etc., 

Sheffield, Sept. 26th. E. B. Hazueton, M.D., L.R.C.P.I, 


Obituary. 


SIR WILLIAM ROE HOOPER, K.C.S.I., F.R.C.S., 
Honorary Surgeon to the King. 
SurRGEON-GENERAL Sirk Roe Hooper, K.C.S.I. 
K.H.S., Bengal Medical Service (retired), died at Alde- 
burgh, Suffolk, on September 29th, aged 84. He was born 
on January 12th, 1837, the eldest son of the late John 
William Hooper of Borthwick, Somerset, took the M.R.C.S. 
in 1858, and entered the I.M.S. as assistant surgeon on 
February 10th, 1859, attaining the rank of brigade-surgeon 
on March 31st, 1887, and retiring with an extra com- 
pensation pension on January 12th, 1895. After two 
ears’ military duty he entered civil employ in the North- 
Vest, now the United Provinces, and there spent the rest 
of his service. After a short period of service as civil 
assistant surgeon of Azimgarh with charge of the gaol, he 
was appointed superintendent of the central prison at 
Allababad. In December, 1864, he obtained a similar 
appointment in Benares, and was appointed civil surgeon 
of this important station in May, 1866. He continued in 
this employ until August, 1891, when he was transferred 
to the civil surgeoncy of Lucknow, which he held until 
his retirement in 1895. In the year 1874 he initiated the 
project for the construction of the civil hospital at Benares 
known as King Edward's Hospital, the cost being met by 
the chief members of the native community, headed by 
the late Maharajah of Benares, Isri Singh, K.C.LE., and 
the late Sir Syed Ahmed Khan, K.C.S.I.. On his 
retirement Sir William Hcoper received from the 
Government of the North-Western Province and the 
medical administration officer under whom he served warm 
acknowledgements of his long and valuable services. A 
resolution of the Provincial Government was issued in 
December, 1894, on the occasion of his approaching retire- 
ment, thanking him for his excellent and devoted services. 
“In 1881,” the. resolution continues, “he received the 
thanks of his Excellency the Viceroy and Governor-General 
of India, and between 1878 and 1893 on eight occasions 
those of the Government of these provinces for the working 
of the hospitals and other medical institutions under his 
charge, and throughout a long career he has well upheld 
the high character of the service to which he belongs.” In 
January, 1895, he was appointed President of the Mcdical 
Board at the India Office in succession to Sir Joseph 
Fayrer, Bt., and held the office until 1904, his service being 
extended for two years. The temporary rank of surgeon- 
general was bestowed on him, and in the year 1905 
he was gazetted colonel. He had previously served, whilst 
on furlough from April, 1887, to November, 1888, as member 
of the Medical Board, India Office, his services in this 


capacity being warmly acknowledged by the president, Sir 
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bh Fayrer. During his tenure of the office of Presi- 
eee tho Medical Beard at the India Office he fulfilled 
other important functions. He was ex officio membor of 
the senate of the Army Medical School, Netley. He was 
appointed in 1901 as representative of the India Office on 
a committee to inquire into the organization of the Army 
Medical Service, and in 1902 on the Advisory Board for 
Army Medical Services. He was also a member of the 
Army Sanitary Committee. In 1897 he was appointed a 
member of the council of the Lister Institute of Preventive 
Medicine. He was a member of the committee which 
prepared the new edition of the Nomenclature of Diseases 
issued by the Royal College of Physicians. In June, 1897, 
he was appointed C.S.I.; in January, 1903, he was pro- 
moted to K.C.S.I., and in August, 1904, gazetted honorary 
surgeon to H.M. the King. ; sn 
The foregoing sketch of Sir William Hooper's career 
presents a record of successful and sustained medical and 
sanitary work—a result of ability, industry, and devotion. 
He was throughout recognized as an able and trustworthy 
officer and won the regard and esteem of all with whom 
he came in contact, officially or otherwise. The key to 
his character was loyalty—loyalty to his profession and 
service; to those under whom he served; to his responsi- 
bilities and duties; to India and her institutions and 
races; to colleagues and subordinates; to patients and 
friends; to his. family and relations. The writer of this 
notice was closely associated with him on the India Office 
medical board and the senate of the Army Medical School, 
then at Netley, and had every opportunity of becoming 
acquainted with his sound sense, ability, and urbanity. 
The friendship then established lasted unabated to the 
end. 
Sir William married in 1859 Lucy, second daughter of 
the late Mr. Henry Benson Cox of Highbury, London. 
She died in 1919. His eldest son has practised for thirty 
years as a gynaecologist in Melbourne and his youngest 
daughter is married to Colonel Langford Lloyd, C.M.G., 
D.S.O. 


ALBERT SIDNEY LEYTON, M.A., M.D., Sc.D., F.R.C.P., 
Late Professor of Pathology, Leeds University. 
WE announced last week the death of Dr. A. S. Leyton, the 
well known pathologist, which took place on September 
21st, at Great Shelford, Cambridge. 

Albert Sidney Frankau Leyton was born in London in 
January, 1869, the son of Joseph Griinbaum, a naturalized 
British subject, and Delia Frankau. He changed his 
name to Leyton by deed poll in 1915. From the City of 
London School, where he won many prizes and a scholar- 
ship, he proceeded to Gonville and Caius College, Cam- 
bridge, and obtained honours in the Natural Sciences 
Tripos. He afterwards studied medicine at St. Thomas’s 
Hospital, where he assisted Professor C. S. Sherrington, 
now President of the Royal Society, in an investigation of 
the brains of anthropoid apes. The expenses of this re- 
search into the physiology of the cerebral cortex were in 
part defrayed by a grant from the British Medical Associa- 
tion. He graduated M.A. at Cambridge University in 
1895, M.D. in 1897, and Se.D. in 1913. He became a 
member of the Royal College of Physicians in London 
in 1896, and was elected a Fellow six years later; he was 
Goulstonian Lecturer in 1903, taking as his subject 
“Theories of immunity and their clinical application ” ; 
the lectures were published in the British Mepican 
JOURNAL. 

Perhaps Dr. Albert Leyton’s best known work was done 
in Vienna at the beginning of 1896, where in March he 
devised the — test in typhoid fever. In the 
following month, at the International Congress of Medi- 
cine held at Wiesbaden, this test was discussed privately. 
Owing to the rarity of enteric fever in Vienna at that 
time, the desire of the observer not to publish his results 
before 20 cases had been investigated, and the delay in 
actual publication, an account of the agglutination test by 
Professor Widal, based upon 2 cases, appeared in the 
ee a few weeks before Leyton’s paper was 
printed. 

Upon his return to England, Leyton acted as demon- 
strator of physiology to Professor Sherrington at Liverpool 


University, and continued his experiments upon the higher’ 


apes. He showed that scarlet fever could be transmitted 
to chimpanzees, and made many investigations upon the 


relation of the blood of chimpanzees to that of man. He 
devoted himself to cancer research at Liverpool, and later 
was elected to the chair of pathology in the University of 
Leeds. At Leeds he added the work of dean of the 
medical school to that of the professorship, but never- 
theless found time to pursue his work in cancer research, 
and made — original observations and experiments 
which proved of value in the treatment of new growths. 
During the war he held a commission as Major in the 
R.A.M.C., and acted as bacteriological consultant to the 
Northern Command. After relinquishing the professorshi 
of pathology at Leeds he held the post of Director of the 
Clinical La ratory at Addenbrooke's Hospital, Cambridge, 
and went to live at Great Shelford. Whilst investigating 
trench nephritis, the disease to which he succumbed made 
itself evident. His reserved nature and somewhat austere 
habits led many who did not know him well to assume 
that he was difficult to get on with. His intimates were 
aware that this was not so; he was very reserved but 
extremely loyal. 

Dr. Albert Leyton married Helen Gertrude, widow of 
Robert 5. Stewart, M.D., who with two sons survives 
him. His brother is Dr. Otto Leyton, physician to the 
London Hospital, 


We are indebted to Professor C. S. Surrrineton, M.D., 
President of the Royal Society, for the following apprecia- 
tion: As one who knew Professor Leyton well and was 
intimately associated with him in some of the work which 
he did, may I add a word of tribute to his memory? None 
who had close contact with him could fail to be impressed 
by features of his thought and character which make his 
relatively early death an untimely loss to scientific medi- 
cine. He combined in rare measure enthusiasm for re- 
search with a critical, and, indeed, highly self-critical, 
attitude of mind. An earnest of his power of achievement 
was seen in his discovery of the agglutination reaction as 
a means to typhoid diagnosis, a Dativers fraught with 
great and still unexhausted consequences. Widely read 
and proficient, he was ever on the alert to take avail of 
means from the progress of collateral science for the imme- 
diate profit of medicine itself. He had imagination, and, 
at the same time, no man endeavoured more sincerely 
than he to control theoretical suppositions by observa- 
tional data. ‘The advance of practical medicine was with 
him a passion; in his devotion to that end he spared no 
labour or personal sacrifice. ‘Though so much of his time 
and thought was given to laboratory work and technique, 
he was not one for whom these latter become per se the 
sole preoccupation. My recollection of him is of one for 
whom the interest of the laboratory was ancillary to and 
simply enhanced his interest in practical medicine, He 
was a man of high ideals, and to know him well was to 
realize the more his a of purpose, and his generous 
nature and the essential kindness of his heart. 


We to record the death of Dr. Russetn 
on July 21st, 1921, at Ranchi (Bihar and Orissa), India, 
where he was staying for the benefit of his health. Born 
in 1870 in co. Clare, Ireland, Dr. Russell received his 
medical training at the Royal City of Dublin Hospital and 
at the Rotunda Hospital, obtaining the diplomas of 
L.R.C.P.Land L.M. and L.R.C.S.Land L.M. in 1891. He 
was for one year in charge of the Royal Hospital for 
Incurables, Dublin, and on leaving was the recipient of an 
illuminated address and a presentation. He was for some 
time house-surgeon of Monkstown Hospital. Subsequently 
he went to Assam, where he was for twenty-five years 
medical officer to the Jokai Tea Company, except for a 
break of three years, when he went home on account of his 
health, and practised at Ilminster, Somerset. He was for 
many years a member of the British Medical Association, 
and was President of the Assam Branch in 1917; in 1919 
he was nominated by the Government to a seat on the 
newly-formed Assam Medical Council. He was a hard- 
working, conscientious, and a very sound practitioner, with 
a large experience of tropical diseases and sanitation, and 
a loyal and helpful colleague to his medical brethren, 
Modest and unassuming, he never spared himself in the 
interests of his patients, by whom he was esteemed and 
respected. He leaves a widow and two sons to mourn 
his loss. 
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‘By the death of Dr.. Herspert Burtanp, of Finedon, 
Northamptonshire, on September 20th, the profession in 
that area loses one of its best known and most respected 
members. He was educated at Manchester, obtained the 
the M.R.C.S. and L.R.C.P. diplomas in 1888. He came to 
the district as a young man, first as assistant, later as 

artner, to the late Dr. Crew of Higham Ferrers. Dr. 

urland was a man of boundless energy, and grappled 
successfully with the work of a large and scattered indus- 
trial practice which was beyond the capabilities of all but 
a few. He was known to a large area as a man who 
never spared himself in his work, and who could give a 
sound opinion on the diversity of cases met with in such a 
practice. To his professional brethren he was equally 
endeared by his direct dealings, and because, busy as he 
might be, he had always time if called upon for assistance. 
Dr. Burland had for many years acted as churchwarden, 
and had assisted in many other ways in the various 
activities of the town where he lived. He was a strong 
upholder of the work of the British Medical Association, 
and could always give valued information as to the 
statistics of practice from his abundant records. A year 
ago he underwent a serious operation, and recovered 
sufficiently to carry on unaided his work for. six months. 
At the time of his death he was president of the Welling- 
borough and District Medical Society, in which he had 
since its foundation displayed great interest. He married 
a daughter of the late Mr. Lane, of Rothwell, and leaves 
& widow and two daughters. 


WE regret to record that Dr. Frank L. Pocuin died on 
September 13th, at Teignmouth, to which place he had 
retired about two years ago owing to ill health. He re- 
ceived his medical education at Edinburgh University and 
Guy’s Hospital, and graduated M.B., C.M.Edin. in 1892, 
and M.D. in 1908; he obtained also the D.P.H.Camb. in 
1907. He settled in practice in Oldham and took great 
interest in local matters. He was a member of the local 
Insurance Committee, and for five years was chairman of 
the Medical Benefit Committee, and a member of the 
Medical Service Subcommittee. From January, 1915, to 
March, 1919, he was one of the assistant surgeons at the 
Woodfield Red Cross Hospital, and in recognition of his 
where he was appointed an honorary life member of the 

ritish Red Cross Society. He had been secretary of the 
Oldham Medical Society, president of the Lancashire and 
Cheshire Branch of the British Medical Association, chair- 
man of the Oldham Division, and its representative on the 
Representative Body. 


Gnibersities and Colleges. 


UNIVERSITY OF LONDON. 
LONDON HOSPITAL. 
THE Price Entrance Scholarship in Anatomy and ger ge 
e 


’ offered by the London Hospital, and open to students of 


Universities of Oxford and Cambridge, has been awarded to 
Mr. G. L. Thompson, of Trinity College, Cambridge. 


Guy’s HosPITAL MEDICAL SCHOOL. 
The following Entrance Scholarships have been awarded : 
Senior Science Scholarship for University Students (War Memorial 
Scholarship): £75. B. G. Scholefield. Entrance Scholarships in 
Arts: £100, R. C. Brock; 450, A. F. H. Stewart. 


MIDDLESEX HosPITAL. 
Entrance Scholarships have been awarded as follows: First, 
H. Mannington; second, R. A. Graff; third, F. D. M. Hocking. 


UNIVERSITY OF DURHAM. 
THE following candidates have been approved at the examina- 
tion indicated: 


THIRD M.B., B.S. (Materia Medica, Pharmacology and Pharmacy; 
Public Health ; Medical Jurisprudence; Pathology and Ele- 
mentary Bacterio'ogy).—Elizabeth M. Anderson, §S. Basham, 
D. C. Bell, W. A. Brown, L. 8. Henry, B. R. Isaacs, L. Minski, 
I. M. McLachlan, W. A. D. Oliver, L. F. Richmond, H. C. Rollin, 
W. O. Rubidge, H. F. Wattsford. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. © 
Calendar. 


THE Calendar of the Royal College of Surgeons of England for 
‘the year 1921-22 has now been published.! The first hundred 


pages or so give the usual information about the history, con- 
stitution, and personnel of the College, from its foundation up 


1London: Taylor and Francis. 1921. (Pp. 412 + xcvi. 1s.) 


to the present year. The register of Fellows now containg 
1,685 names, arranged both in chronological and alphabetical 
order. The Members number 16,236, The list of Licentiates in 
Midwifery (of whom the last were added in 1875) contains 84 
names; the Licentiates in Dental Surgery number 2,875. The 
Diploma in Public Health, granted conjointly with the Royal 
College of Physicians of London, is held by 987 practitioners; 


_ the Diplomas in Tropical Medicine and Hygiene, in Ophthalmic 


Medicine and Surgery, and in Psychological Medicine, likewise 
granted conjointly with the Royal College of Physicians, are — 
held respectively by 115, 39, and 10 practitioners. During the 
past year 129 out of 337 candidates passed the first Fellowship 
examination, and 87 out of 251 passed the final Fellowship ex- 
amination. In the final examinations of the Conjoint Board 
in England, 408 out of 653 candidates passed in medicine ; 
395 out of 772 passed in surgery; and 414 out of 645 - 
— in midwifery. During the period under review 89 

iplomas of Fellowship were issued, including 3 to women, 384 
Diplomas of Membership, including 84 to women, and 124 
Licences in Dental Surgery were issued, including 3 to women. 
The subject of the Jacksonian Prize for 1922 is ‘‘ The effects 
produced by radium upon living tissues, with special relation 
to its use in the treatment of malignant disease.’’ ‘lhe subject 
of the Cartwright Prize for 1921-5 is ‘‘ Variations in the form of 
the jaws, with special reference to their etiology and téeir 
relation to the occlusion of the dental arches.’? The gross 
income of the College, exclusive of that from trust funds, 
amounted to £37,962, being £8,318 more than in the previous 
year. The examination and diploma fees for Membership 
accounted for an increase of £2,409, the fees for the Fellowship 
for an increase of £1,845, and L.D.S. fees for an increase of 
£2,941. The total expenditure in respect of revenue amounted 
to £31,656, being £5,629 higher than in the previous: year. The 
balance on the revenue account was £6,305, which is believed to 
be the highest balance ever realized in any financial year. 
The report by the Conservator of the Museum, Sir Arthur 
Keith, was referred to in an article in the BriTIsH MEDICAL 
JOURNAL of July 16th. 


The Services. 
HONOURS. 


M.C. 

Captain Atul K. Kar, I.M.S., attached 28th Punjabis, has 
been awarded the Military Cross for distinguished service in 
the field whilst serving with the Waziristan Force. The fol- 
lowing is the official account for which the decoration has been 
conferred : 

On April 10th, 1921, during the action below Haidari Kach, this 
officer was sent out from camp to bring in wounded. All ranks 
of the regiment testify to his devotion and personal disregard to 
danger while binding up wounded and despatching them to camp 
under a heavy fire. Owing to his coolness and splendid organiza- 
tion the wounded were systematically evacuated in very difficult 
circumstances. 


DEATHS IN THE SERVICES. 

Fleet-Surgeon George Wilson, R.N.(ret.), died at St. Martin’s 
House, Jersey, on July 19th. He was educated at Edinburgh, 
where he graduated M.B. and C.M. in 1886, entered the navy 
soon after, and became fleet surgeon, now surgeon commander, 
on February 28th, 1903. When surgeon of the Racoon he served 
in the Naval Brigade landed at Mombasa, in 1895, took part in 
the capture of M’weti, the stronghold of the Arab chief M’buruk, 
was mentioned in dispatches, and received the Africa general 
service medal, witha clasp. He also took part in the bombard- 
ment and capture of Zanzibar, on August 27th, 1896. 

Lieut.-Colonel James William Evans, Madras Medical Service 
(retired), of Trevaugham, Carmarthen, died at Bournemouth, 
after a long illness, on July 15th, aged 64. He was born at 
St. Mary’s, Cardigan, on January 4th, 1857, educated at Univer- 
sity College Hospital, London, and took the M.R.C.S.and L.S.A. 
in 1878. Entering the I.M.S. as surgeon on March 3lst, 1880, he 
became lieutenant-colonel after twenty years’ service, and retired 
on May 9th, 1900. He served in the Burmese war in 1885-6, 
receiving the Frontier medal with a clasp; and during the 
recent war served in the Indian Hospital at Brighton through 
the year 1915. 

Surgeon-Captain George Ley, R.N.(ret.), was killed in a 
motor-cycle accident at Thorney, near Iver, Bucks, on August 
6th, aged 56. He was the son of the late Captain H. 8. Ley, 
R.N., and was educated at ae aga 4 College Hospital, taking 
the M.R.C.S. and L.8.A. in 1889.. He entered the navy soon 
after, became fleet-surgeon in 1905, and surgeon-captain in 
November, 1919; he retired last year. He served throughout 
the late war. se 

Dr. David William Reese of Neath, South Wales, died at 
Littleham Cross, near Exmouth, on June 23rd. He took the 
Scottish triple qualification in 1897, after which he went to 
India as medical officer of the Eastern Duars tea district in 
Bengal, and while there was also surgeon-captain in the 
Northern Bengal Mounted Rifles. He joined the Welsh Border 
(Chester) Mounted Brigade Field Ambulance, R.A.M.C.(T.F.), 
as captain, or December 8th, 1914, and during the war served 
with the Egyptian Expeditionary Force, latterly as acting 
major. Since he had been demobilized he had acted as medical 
inspector of compensation claims, 
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MEDICAL NEWS. 


Medical Nelus. 


| THE Medical Branch of the Board of Education has been 


erre m Bridgewater House, Cleveland Square, 
5 and 6, Clement’s Inn,‘Strand, W.C.2. 


(Telegraphic Address, ‘* Meducation Estrand, London.”’) . 


- graduate lectures and demonstrations on 
BE get and special subjects given by the hono- 
rary staff of the Manchester Royal Infirmary commenced 
am Weeeetiny October 4th. They will be continued every 

it xception of December 27th, January 5rd 

Tuesday, with the excep f 

i i 2nd, 1922. No fee is charged and 
and April 18th till May , i 430 
tea is provided at 4 p.m. ; the lectures starting at 4.50 p.m. 
The honorary secretary is Dr. E. Bosdin Leech. 33 
THE annual meeting of the French Society of Psycho- 
i ld at 49, Rue St. André-des-Arts on 
therapy will be held a dent 60 
October 18th, when Dr. Jules Voisin, president 0 ; 
society, will deliver an address, and various discussions 
will take place. 

AMONG courses of lectures on the history of 
to be given at University College, London, are two by i 
Charles Singer on the history of the biological and me a 
sciences from the earliest times to the present =a e 
first course, which will be‘ given at 5 p.m. on Thur 
beginning on October 13th, will bring the history down to 
the seventeenth century. The second course, beginning on 
Thursday, January |9th, will ccntinue the subject to the 
present day. A prospectus and full particulars as to dates 
and fees can be obtained on pene to the Secretary, 
University College, London, W.C.1. 

“THE late Colonel Charles Henry Hale, C.M.G., D.S.O., 
R.A.M.C., who died cn July 21st, leaving estate valued at 
£5,037, has, in addition to certain personal articles, be- 
queathed the residue of his property, after payment of 
some personal bequests, to the St. Dunstan’s Hostel for 
the Blind. : ; 

A COURSE of lectures at the Hospital for Sick Children, 
Great Ormond Street, W.C., commenced on Thursday, 
October 6th, at 4 p.m., and will be continued on successive 
Thursdays up to and including December 15th. The 
lectures are free to medical practitioners. Further par- 
ticulars can be obtained from the acting secretary at the 
hospital. The lectures are announced each week in the 
Diary of Post-Graduate Lectures in the SUPPLEMENT. 

THE opening Clinical Meeting of the Harveian Society of 
London will be held at Paddington Green Children’s 
Hospital on Thursday, October 13th, at 4.30 p.m. 

THE first meeting of the winter session of the London 
Dermatological Society will be held at 4.30 p.m. on 
Tuesday, October 18th, at 49, Leicester Square, W.C. 
Members of the profession are invited to attend. The 
opening address on ‘Skin eruptions related to intestinal 
stasis’’ will be delivered by Sir W. Arbuthnot Lane, 
Bt, M.S... 

A COURSE of instruction, open to post-graduates (and 
students of the hospital), on the diseases of children will 
be held at the London Hospital Medical College, com- 
mencing on Wednesday, October 12th, under the direction 
of Drs. Robert Hutchison, Theodore Thompson, and 
Charles Miller; the course includes lectures on general 
diseases, on organic and functional nervous diseases and 
mental deficiency, and clinical demonstrations. 

_ COMMISSION 3 (Armaments) of the League of Nations 
has accepted a resolution, proposed by Lord Robert Cecil, 
expressing the opinion that it would be advisable to con- 
sider whether an appeal should be made to the scientific 
men of the world to publish their discoveries as to poison 
gases and similar subjects so as to minimize the likelihood 
of their being used in any future war. 

A COURSE of twenty lectures on elementary psycho- 
therapy will be given by Dr. H. Crichton Miller at the 
Tavistock Clinic for Functional Nerve Cases, 51, Tavistock 
Square, W.C., on Mondays at 5.15 p.m., commencing on 
October 10th. Further particulars regarding the lectures 
and fees will be found in our advertisement columns. 

THE twenty-fourth annual meeting of the French Society 
of Psychotherapy will take place on October 18th, at 
4 p.m.,and on October 19th, at 10 a.m., at 49 rue St. André- 
des- Arts, Paris. The programme includes consideration of 
the psychological work of Dr. Jules Voisin, perpetual presi- 
dent of the society ; homage to members who died during 
the war; the discussion of general questions—(1) pysche- 
therapy, its progress and tendency; (2) the question of 

“race ”’ in nervous and mental pathology ; and individual 
communications. Practitioners interested in psycho- 


therapy are invited to attend and present communica- 
tions. Applications and the titles of communications 
should be sent to Dr. Bérillon, General Secretary, 4 rue de 
Castellane, Paris 8°. The session of October 18th will be 
followed by a banquet. . 

SIR ROBERT. ARMSTRONG-JONES will deliver a course of 
four lectures on the nervous system and the mind, at 
Gresham College, Basinghall Street, E.C., at 6 p.m., on 
October 1lth, 12th, 13th and 14th. The subjects are: 
‘The brain as the organ of the mind’’; ‘ Roads to the 
mind’’; “The mind”; and “ Abnormal mental notes.’’ 
The lectures are free to the public. : 

_THE Guild of St. Luke annual service—a special thanks- 
giving for peace—will be held in St. Paul’s Cathedral, on 
Tuesday, October 18th, at 7 p.m., when the Rev. Father 
Waggett will preach. The doors will be opened at 6.30 
p-m., and doctors and students are requested to wear 
academic dress. The offering, after defraying the cost of 
the seryice, will be devoted to one of the hospitals in 
London. “4 

A CONFERENCE attended by 160 members of the medical 
profession was held in Kovno on September 29th, under 
the presidency of the Prime Minister, Dr. Grinius, who 
is one of the leading physicians of Lithuania. The 
principal objects of the conference were to encourage the 
development of the medical profession in Lithuania, to 
promote the interchange of scientific ideas, and to improve 
methods of combating tuberculosis and other diseases. 
Some forty-five reports and papers dealing with various 
phases of these subjects were read: 

THE executive committee of the National Association 
for the Prevention of Infant Mortality has adopted a 
resolution expressing the opinion that the distribution of 
milk by sanitary authorities is a valuable measure for the 
protection of infant life, and urging the Minister of Health, 
while doing everything possible to curtail extravagant 
expenditure, to continue the 50 per cent. grant to those 
authorities who were complying with Circular 185. 

THE late Mr. John Warrington Haward, F.R.C.S., con- 
sulting surgeon to St. George’s Hospital, left estate valued 
at £16,275 gross, with net personalty £13,692. ; 

A HOSPITAL for 500 patients, to cost 1,000,000 dollars, 
is to be established in Chicago as a memorial to the late 
Dr. J. B. Murphy. 301 

WITH the help of a gift of 1,785,000 dollars, made by the 
Rockefeller Foundation, Harvard University is to establish 
a school of public health, the purpose of which will be to 
train public health administrators. Special courses in 
preventive medicine,’ tropical medicine, and industrial 
hygiene are already given, but the new school will afford 
opportunities for instruction in public health adminis- 
tration, vital statistics, immunology, bacteriology, medical 
zoology, physiological hygiene, and communicable 
diseases. 

THE third National Birth Congress was held at Bordeaux 
from September 22nd to 26th, under the official patronage 
of the President of the French Repyblic. It comprised 
five sections—namely, religious activities, education, 
hygiene, professional activities, and legislation. The 
congress emphasized the necessity of solving the problem 
presented by the lessening of the population of France. 
Legislation has recently been enacted in France penalizing 
the propagation of methods of birth control. 

THE quinquennial prize for the best work in medical 
sciences, offered by the Académie de Médecine of Brussels, 
has been awarded to Professor A. Brachet, professor of 
anatomy and embryology of the University of Brussels, 
for his contributions to topographical anatomy. 

THE American Society for the Control of Cancer an- 
nounces @ seven days’ campaign to be designated ‘‘ Cancer: 
Week,’’ from October 30th to November 5th. The purpose 
of the movement, says the New York Medical Record, is to 
reach as many persons as possible in the United States 
and Canada, with the hopeful message of ‘* cancer control.’’ 
The campaign is to be carried on through three main 
activities—lectures, literature, and publicity—and it is 
stated that public health departments, medical societies, 
and medical schools and colleges will co-operate in carrying 
these out. Information is lacking regarding the exact 
significance of ‘‘cancer control,’ and on its value to the 
general public. 


A RECENT report from Riga announces that a total of 
78,011 cases of cholera were registered in Russia from 
the beginning of the year to August 10th. It is stated, 
however, that the conditions in Astrakhan are so des- 
perate that the local authorities have proposed that the 
whole population should be transferred to Siberia and the 
city seton fire. . 


| 
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LETTERS, NOTES, AND ANSWERS. 


Hetters, Motes, and Austuers. 


Ast, owing to printing difficulties, the JOURNAL must be sent to press 
. earlier than hitherto, it is essential that communications intended 
Jor the current issue should be received by the first post on 
Tuesday, and lengthy documents on Monday. y 

ORIGINAL ARTICLES and LETTERS forwarded for publication are 
understood to be offered to the BRITISH MEDICAL JOURNAL alone 
unless the contrary be stated. 

ConrrEsPONDENTS who wish notice to be taken of their communica- 

_ tions should authenticate them with their names—of course not 
wvecessarily for publication. 

Avrnons desiring reprints of their articles published in the Bririsa 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. 

I» order to avoid delay, it is particularly requested that ALT, letters 
cn the editorial business of the JoURNAL be addressed to the Editor 
at the Office of the JourNaL. 

THE postal address of the British MEDICAL ASSOCIATION and 
British MEDICAL JOURNAL is 429, Strand, London, W.C.2. The 
telegraphic addresses are: ‘ 

1, EDITOR of the British MEpIcAL JourNAL, Aitiology, 
Westrand, London; telephone, 2630, Gerrard. 

2. FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Westrand, London; telephone, 
2630, Gerrard. 

3. MEDICAL SECRETARY, Medisecra, Westrand, London; 
telephone, 2630, Gerrard. The address of the Irish Office of the 
British Medical Association is 16,South Frederick Street, Dublin 
(telegrams: Bacillus, Dublin: telephone, 4737, Dublin), and of 
the Scottish Office, 6, Rutland Square, Edinburgh (telegrams : 
dssociate, Edinburgh; telephone, 4361, Central). 


QUERIES AND ANSWERS. 


INCOME TAX. 
“J. A.M.’ bought a second-hand P. car in 1917 and has now 
’ bought a second-hand 8. car, but retains the P.car. He asks 
what allowance he can claim. 

*.* We are of opinion that until the P. car is disposed of no 
- allowance can be claimed. When our correspondent finds a 
purchaser he can claim as a professional expense the excess 
of the 1921 cost of a P. (or similar) car in the same condition 

as his first car when he bought it, over the realization price. 


8*F. X.’’ sold his car in 1920 for £410 and bought a new one for 
* £842; the inspector of taxes admits the claim for £432, but 
says it must be deducted from the partnership assessment. 
*.* We think that the inspector is correct legally. Under 
the Income Tax Acts the profits of a firm must he assessed in 
one sum and the replacement of a car is a professional 
expense deductable in arriving at the average liability of the 
firm. But in dividing the firm’s assessment between the two 
partners the fractional basis of division need not be applied 
to the actual assessment. It is the convenient and usually 
adopted method, but it would be more correct to divide it on 
a basis which takes individual professional expenses into 
account. The assessment is really the aggregate of the two 
individual shares, and if they can be combined to result in 
‘the assessment, ‘‘ F. X.’’ will know what is his correct share 
‘of the tax payable, and the fact that the assessment is made 
‘in one sum will be immaterial. 


‘LETTERS, NOTES, ETC. 


THE experience of the law courts shows how difficult it may be 
to make a plain statement which perversity cannot mis- 
interpret. In our issue of December 18th, 1920, it was by a 
printer’s error announced that the diploma of the Fellowship 
of the Royal College of Surgeons of England had been con- 
ferred upon ‘“‘G. EK. Kikington ”’—an impossible name. A 

correction to ‘‘ G. E. Elkington’’ was made a fortnight later. 
-We are informed that there are persons who still profess to 
doubt whether Mr. G. E. Elkington is a Fellow of the 
College; the diploma of Fellow was granted to him on 
December 9th, 1920. 


THE FORMOL-GEL REACTION IN SYPHILIS. 


Mason W. Leonarp M.B., I.M.S., Professor of 


Pathology, King Edward Medical College, Lahore, writes that 
since December, 1920, he has been interested in the formol- 
gel reaction as a possible clinical help in the diagnosis of 
syphilis in India. He examined a series of 4 patients, 
including 13 cases of different stages of syphilis, 7 of malaria 
(including a case of asthma with a history of malaria), 5 of 
kala-azar, 2 of leprosy, 1 each of Dupuytren’s contraction, 
Jymphadenoma, dysentery, soft sore, rheumatism, and 
‘simple ulcer, and also a hospital servant apparently free 
“from disease. The technique followed was that of Gaté and 

apacostas. -These observers found that the results of the 

assermann reaction and formol-gel reaction were parallel 
in 85 per cent. in a series of 400 serums examined. In 
Professor Forsyth’s series discrepancies occurred in 14 cases, 
or approximately 41 per cent. These were confirmed by 


repeating the test. My own serum, he continues, used 
weekly as a negative control in the Wassermann reaction, 
gave a positive formol-gel reaction on one occasion, although 
it usually behaved ina negative way. There may be some. 
ching in the test, but discordant results are to be expected 
until its empiricism is explained and technique standardized; 
it cannot at the moment be considered even a reliable 

BACTERIOLOGY. 

A CORRESPONDENT asks who coined the word ‘ bacteriology,” 
and in what publication it first appeared. Reference to 
Murray’s New English Dictionary indicates that the word 
bacterium was first used by Todd in the Cyclopaedia of 
Anatomy and Physiology (1847-49). The reference for 
‘bacteriology’? is to the Athenaeum of August 30th, 1884. 
‘‘In Germany it has become a separate study under the 
name of bacteriology.”” We are unable to take the matter 
further. - 

A REPoRT. 

Dr. J. MANSON has been good enough to send us a copy, neatly 
printed in pamphlet form, of a document read by him at the’ 

_ annual dinner of the Warrington Division of the British 
Medical Association held early this year. It professes to be 
the report to the Right Hon. Lord Hoxton, Minister of Health, 
by J. Pessary Smith, M.D., Regional Medical Officer, on 
the insurance practice of Sub-Area C3 in District 2a of 
Region 4. The comments upon the insurance practitioners 
(Drs. Sawder, Panell Jones, Flem, Koff, and Colic) and upon 
the insured persons, and the ‘‘comments and recommenda- 
tions of a general nature,”’ are conceived in a spirit of levity 
appropriate to the entertainment of an after-dinner audience 
of doctors. Perhaps the best point is made in Dr. Pessary 
Smith’s advice that, ‘‘ instead of illustrated or other papers 
being put for the use of patients in waiting-rooms, tracts 
on health from the Ministry of Health be supplied to all: 
surgeries so that patients may usefully employ their time 
while waiting to see the doctor.” 


WHITAKER’S ALMANACK.”? 


| THE board of directors of J. Whitaker and Sons, the publishers 


of Whitaker’s Almanack, now consists of three sons of the late 
Dr. J. Whitaker, F.S.A., who founded this very useful annual 
in 1868, and edited it until his death in 1895. ‘Two of his sons 
are members of the medical profession—Mr. G. H. Whitaker, 
M.R.C.S8., is the managing director, and Mr. Edgar Whitaker, 
M.R.C.S., L.R.C.P., who recently left New Zealand to become 
the business manager of the firm, was ophthalmic surgeon 
and treasurer of the board of the Palmerston North Hospital ; 
that-hospital, which has just been enlarged and provided 
with x-ray and bacteriological laboratories at a total cost 
of £56,000, is one of the largest and best equipped in the 
Dominion. Mr. Edgar Whitaker served in the Royal New 
Zealand Artillery at the outbreak of war, and was President 
of the Palmerston North Division of the New Zealand Branch 
of the British Medical Association in 1919-20. The third son, 
Mr.C. W. Whitaker, M.A., F.S.A., who is editor of the annual, 
is a member of the Common Council of London and chairman 
of the Central Markets Committee. 


A CORRECTION. 


THE presentation to Dr. T. T. Kelly, reported in our issue 
of October lst, p. 543, should have been ascribed to Dr. 
W. W. Kelly, late of Bottesford, Leicestershire, and now of 
Thurnscoe, near Rotherham. 


mate VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical 
colleges, and of vacant resident and other appointments at 
hospitals, will be found at pages 34, 35, 38, 39, 40, and 41 
of our advertisement columns, and advertisements as to 
== assistantships,and locum tenencies at pages 36, 

, and 38. 


THE appointment of certifying factory surgeon at Waltham 
Abbey (Essex) is vacant. 


THE MEDICAL INSURANCE AGENCY (429, Strand) asks us to call 
the attention of a member of the Association (in Cardiff, 
according to the postmark), who sent a postcard regarding 
the insurance of a ‘‘ Standard’ motor car, to the fact that 
he omitted to give his name and address. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL. 


£s.d. 
Sixlinesandunder .. ese 090 
Each additional line ... OS, 6 
Whole single column (three columns to page} 710 0 
Half singlecolumn ... 615 0 
Half page sie 1000 

20 0 0 


Whole page eco 
An average line contains six words. 

All remittances by Post Office Orders must be made payable to 
the British Medical Association at the General Post Office, London. 
No responsibility will be accepted for any such remittance not so 
safeguarded. 

Advertisements should be delivered, addressed to the Manager, 
429, Strand, London, not later than the first post on Tuesday morning 
preceding publication, and, if not paid for at the time, should be - 


-accompanied by a reference. 


NoreE.—It is against the rules of the Post Office to receive poste 
restante letters addressed either in initials or numbers. 
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